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VATIOIM x ray chest Dr. Mamdouh yt>jSl) \ | icJaJI 0I3AI g>jij 

Jlsu Lol ^JLu>5 dj&ja$ <xf\ \Js>$ <xA& 4jb) J-o Jlo^-o Uju**> ^JLwj4I <cJ jwl Jp ^^LaJlj o^LaJlj ^jryklxJl oj 4!) Jlq^pJ) 

^JLu>3 4Jb 4jb) J^5 4jb) J^wj J Is 

j4-JL^ Jib V OMj c <iJLoj j^uJ dJis Jyob- 3 c dJLo 3^ Ji J*t^ c 4sJLi lib j^- Lo g-o-w )j-ol 4jb) j-<a3 
(JjS duuj LJjJI CJlS j^o 5 ^>lj3 6-° J^tp^ ^6^5^^ jl9 ' iC'U^JI ^$jJ 5 c j- ^ ipusLo 3 c 4!) JLo-szJ I j^Mp-J : ^JLu^o yds 
J 6 Up Ja> 3 c Gj-ol 4jb) g-oJf 5j3*Sfl CJlS j-o 3 c dJ L-US" Lo VI LJjJI j-o 4jL ^ 3 c dU^P ^ GjiiS Ja> 3 c Gj-ol 4Jc£ 4&) 

io-fclj ^yfc 3 LJjJI 4£>l 3 c 4JL§ 
^^jo : OJcc*4) io^b> - y^ijJ) j^-t' - JUyi * oJcc*4l - CjI> jj Juj : <53)jJ) 

X ray chest OI3IRJ ^jlo-o j32Sa S^l^-o (J ljui 4I1I 45jj Js- 

„ l^JLo I3JUAIMJ3 S j ua a 8j*pL?&4) O3& b 

2013 Q«i\*«.h>] 3 13SI3AI Ccctu.ll ^ CJL>3 SjcuP 4^LJI (^3)^ Jp 

Xray of the chest Jl 

in the clinical practice L^JbLo3 U^l ^>5Lo-o JJI &jji*aJl jbl^l ^Ja*A j^puSuJl Cc&b basis Jl ^ jusj 

chest X ray Jl jl „ ojS J < r ^uJ\s 
JI3J J Jasio is very simple examination • 
W 4kc**L> 4iil5o „ low cost • 
very sensitive • 

3^341 oL>L?JI J5 oJbj3 t o „ excellent resolution 4J 0J3 • 

chest Jl l^o 

tomography JI3 X ray Jl I^jlo-o 
MRI JI3 isotopes JI3 CT JI3 
MRI Jl 3! CT Jb Ul^ angiography conventional JI3 
ojS JJI oL>b?Jl3 biopsies Jl 1^03 interventional techniques Jl j^jlrJI jlSIj 

^LuojJb Primitive O350 ^>5Lo-o 6^ ^ISJIs „ J^Vl J 

chest X ray Jl J^ j^j U 3^ JJI „ ^3^ U^l jl ^> ju y 
^^^j U dfjLcc-l J l^k^j dbl J4 y CJI JJI oliJbktl L^c9 ^3 ^ji^ gijj 4^3*110 dc&kj quality Jl 6^ chest Jl jl ci>sd ^Ijl 

chest X ray Jl Ijij 



C Page[1 



IIMIMO 

VATIOIM 



X ray chest Dr. Mamdouh 




6 










AP VS PA 




well positioned j£j patient Jl jl .1 
4-^-13 ^55X0 ^5^0 (jJl&> „ centralized 

( ja>j4>) crH ^ ) chest JI3 i^Vl OrH ^° &L4>! J3SU .2 

^JlS 6 jl^ 

full inspiration jLsJI j£j .3 



adequate penetration J-ob ^\ <j£j A 

X ray JI3 „ uasl^ jsSu ja>j4>I U „ t*Js o^jl* ^ 

postro-anterior view <l^co 
PA view ^jLs^ 

is facing the tube o^>t! ^ 
AP view Jl 5^ JJI chest Jl LJ Liu 

„ <j03y\ {£> Lo (JjiJI 
PA view Jl jl 
heart is near to the film la 
4-3 J^a^o ^JL^fiJl jx- Ju5t> Heart Jl jl£ 5)3 
magnification 
AP view Jl J <|j 

AP JI3 PA Jl jaJ U Jlx% 
4J5w> lib heart Jl jl £^!>Jli& „ ja>j4>I ts^ 

juS relatively 

increased transverse cardiac diameter 
dJS p&J\$ left ventricular hypertrophy $ 

consider 
AP view J-ob b jLsil jl 
J Uj* JJI ^IlU t-JtaJI J la^ AP view JI3 
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intensive care Jl 
you consider also 

erect view Jl jruS^ ,hh,?n heart Jl ,„ supine view J*sj jLsil U 

5}-ol>il Jx- ^jL> jl^-I^ O3& UJi 
intensive care Jl J ^3* 3! 
jjS \3j size IS heart Jl jl „ aaLas &3+&I3 \j$ ^JLiJI 

„ OS CJ5JI J 

lateral view djo^ jlS 3J yi heart Jl Js. comment J**j j^jjoLo 
heart Jl £b ^JbJI ^mJI dJ jLo lateral view Jl J 

X ray Jl jjytt (J H <ja>j^-o 
cardiomegaly for echocardiography <us J3&0 3^ JJI 

if you say 

jru5 JJI 4j) J5S „ juS b heart Jl jl 
jru5 Left ventricle Jl c*^b signs Jl 4jI c^ui ^Ul „ t& echo Jl U jl^ ^5)^ 

right ventricle Jl c^hj signs Jl 4jI 

a:> ^SJI ^3 jru5 atrium Jl y$ juS b ventricle Jl c&kj significance Jl 4jI 

2uj\j 3j-o g^jl please <J 
to acquire this knowledge 
oUUioVI J dLo ^JLLi^ „ cJl&\ & knowledge Jl 

daily practice Jl J 3! 
l^LotSj jij Jaix^o CJI3 

cardiomegaly for echocardiogrpahy ^ys » J^u^ CJI 

and the patient pays 
Echocardiography Jl <>$ 

ja>I^JLo OL>l^- djsjsZj Ub CJl 

X ray Jl J ^ ^SLoJl clo^ 3J dUI 
CT Jl Jl ^3^1 J3^ conclusion Jl gJt&U ^-^laJl J*^ jJl&j* 

4-oL> 300 jX- jaJLS-u-o 4^- ,5! ,J 4JL$ (^3)^ JJI 
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„ eUb ^3 

clinician JJ a^^jJb appreciated jLo ^xsu UL-o j^j-oJJ a^^jJb SjuIs j-03 conclusion jr£ ^> JJ) jjjiill jl 

Not to the level j$jSs d6\ „ ^jij Ij3 ^ji^i 

W 3jrc5 examples 4^3 

Jl^uL^yi j-o l^s (JJ) ^jjla^Jl clinicians Jl j-o „ 4*i&) SplSa jp- J Ijlp- jraf UI3 

lateral view Jl 

^JLflJI J (JjV J3& u^j-^ j! 
^JLiJI 4-^-13 JJI ^jltJI 3^ j5^lLo JJI ^jl^JI 
this is left lateral view 

4JUI 4^tJI j^JJl jLxil 3) 

right lateral view \luja 

chest PA normal Jl j£j U 
right lateral ^ left lateral J-©j*> dt&o jSJjii* 

J*L> J5o, copula JI3 ^jrv-o^JI ^3 JU-«*J) ^jrto jl jaJl^ £3-03,0 ^3)3 

dJ5 ^&))3 ^J^S ^13^1 J^l » J3.fo.fo 4-ttJ CJl C*^3 (J jLo L^-l 

Chest PA Jl jLxil J350 U CJls 

jlllllLoj j-o ^jrdLiLo jLLc- *w*^03 j***^ t^J © 2013 j^3^l 10 l^jt^jJI^ <UuoliJ) 4JL9JJI 

4p-Ip- ,ja>3^^o Chest PA jLsJI J35o U C*3l9 

Lateral ^1 J-©j*> 

left J-ojrj « JUuSJI 4^tJI J lesion 4^ O350 U 

lateral 

right J-ojrj « OrtoJI 4^tJI J Lesion 4^ O3SU U 

lateral 

lesion Jl <us JJI l-u?JI jU^ 

JwuaBl dzztej Sj3^JI gltaj (JUibo, ^JLfij) j-o li^ub 

„ jL^yi J 

lateral decubitis 1^1 &>b* J-©j*b ^333! jloj jtf 

j-o 4xJ&) 4^3*3)3 „ 3j3-tflJI (^j 4^JLp- Jx- ^jL) jLxJI (j^sj 

4-obl j-o ^JLail3 





Lateral Decubitis 



— - -^f~Page|4 > |^~-— 



IIMIMO 

VATIOIM 



X ray chest Dr. Mamdouh 



Lateral Decubitis 




Optimal Preparation 
Good factors 
Full Inspiration 



Optimal exposure 




555 lateral decubitis IlU^ 4J 
right diaphragm Jl jl „ ojS ^JLiJI Cu^j CJI 

yy 

apex of the diaphragmatic Jl <jSJ 

copula 
Is laterally shifted 

elevated \Lo diaphragm Jl U 

sub pulmonary „ gjo^ a:> jLsil jl J*>&> 

effusion 



lateral decubitis l^io^ „ jUj ^b) 
Jjl>3 45jJI j-o gilt effusion Jl 

costo-phrenic angle Jl J 

&>b* ^1 jr^ ^> 3! ultra sound Jb ^5)^ 

This is typical for sub pulmonary 

effusion 

elevation of the copula JJI 
And shift of the apex of the copula to 
the lateral aspect 

„ chest Jl Js. j^j U ebl 
Over exposed 3) chest hard o$ : J^ 

b dist spaces Jl J^l : ^SJ) J 
vertebra JI3 

well and good as J5 

„ 4«iil CJI3 chest Jl Js> jaJ U 

Then you look carefully here 
And you can see the details of the 

lung 



□ver exposure 



Over exposure 
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Over exposed Jl Sj$*a)l 
You cannot see the details of the lung 

details Jl JJI Sj^Jl 

optimal exposure 
Over exposure JlxJIs 

55 ^i\s6 q*J6 Jl^-I^ (jLtssJl jl (^Ijl 
(35^ ^^iLlA copula Jl hU£ qvJu jLo jLxil 5) jU^ 

transverse diameter J14 „ Jakoua Heart JI9 
normal size il^>JI J Heart JI9 

» Jt% 

djf)^ui II g l^^JL) LcJ JJI ^LoJL^J) (JaJj^lo 
Increased transverse diameter 
echocardiography 3 



Full inspiration 




Posteriorly « 10 ^ij rib Jl jo^ HjXa copula Jl Ho „ qJu ju>Is jL«M $J 
PH ^ ribs Jl jh* ^Ijl 

^c3\ ^ij o^^i » ^L> rib Jl j-o vS^o 

( ^ij rib Jl Sj$*aJI J ^Jl ^oL> L>) dJ\j ) 

3^ ^ij JO£ copula Jl 

a a* 0-0 JsA copula Jl 5J 

Lateral view Jl J j^j U „ dj^ jls^ 
jlllLoj ^bl L-J Ia^JLojzx) I53H JJI ABCs Jl j-o«o j-o ^3 
Lateral view Jl J j^j U dij 
Lower dorsal Jl ^ h$Z> teu** Upper dorsal vertebrae Jl jb^^tl 

vertebrae 

555 ojtf J ^ccuJI^ 

are superimposed on the spine „ La shoulders Jl jl 
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Underexposure 


Dver exposure 






Soft and hard films 









And if you looked to this lateral view 

: dJl^d^ L>) JJI jjt&JI jl 4a^^ 

&d$-aA JJI Uj* upper dorsal vertebrae Jl jl 
JJI Uj* Lower dorsal vertebrae JI3 

Then 
You diagnose 
lower lobe pathology <us jl 
Lateral view Jl 

„ ^3-0341 j-° ^JL> J^l^ j^-o CJl 3J 

heart JI3 &>b- 0*^3 „ J£ jl (J&ls „ chest Jl Js> 

free 1^15^ Lung JI3 

If you look to the AP 
Then you got a large opacity in the left lower lobe 



UIra 0J5 Jlsl> JJI j5*aJ)3 

Under J Over exposed film J 

exposed film 

Lung basis Jl c&kj details Jl 

under exposed Jl c&kj J c*^ 3J ^i** 

6Jil Haziness 
hazy « cardiac border JI3 

Over exposure Jl Sj^l J3 
You don't see the details of the lung 

Then 

t^^lho b V$ „ o^lhn la ^3 

well exposed film Jl Jail Then you deal 

IfcS JaJLaXj SjrCCS' ^33 I Jig- 4^41 3ho<fl 

centralization of the patient Jl JJI 
You identify the spinous process of the dorsal 
Sj3*aJI J f&J) ^3* JJI « vertebrae 
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Then you measure the distance between the 
spinous process and the medial end of the clavicle 

And this distance 

jl J3& jJiSj jLLc- ( j-o-o>yi JJI £)Ua£J) ) vS^ ^' J5^ (0^ 

( well centralized ) centralized a:> ja>j4>I 

chest Jl jaJ U 
site of the spinous process J! aaj 
JU^LH l^Ul ^ Medial edge of the clavicle Jl ^ 

^3-**>yi j^lfb 

OrtoJI Z&kJ\ ^ medial edge of the clavicle Jl 

And you got this lung 
hyper translucent « o^l 4^tJI ^ 
opacity l^i « jL»U JUJJI l^Ul ^ lung JI9 

CJI JJI jiaJLtl b 
4-p-b Jx- i^^Jbl jaJj-U jl ^^umj 
ojS <LjbJ] 4-p-UI J-o^ 3! „ dJll J-o^ „ ojS Ui£> Lo Jju 

And you should consider this 




opacities t^i ,$s jl J$£> 3! „ emphysematous ,$s jl : J$£> U JJ U 
55 not ^ centralized jL*)l Jj* 



And this is well centralized patient 
This the spinous process 
And measure the distance 

0-0 And the distance 

two lobes l^i Left lung Jl jl 
Divided by the major fissure 



l$J right lung JI3 
three lobes 

Divided by the major and minor fissures 
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lateral view dja^CJI^J 
You should specify the site of the lesion 

upper lobe Jl J *s lesion Jl jl J3& 
Middle lobe Jl <| 
Lower lobe Jl J 
Lingula Jl J 
lateral view <us Ult 

lateral view JlJl* 
Then you mention the zone 

: J3& 

chest PA djo^ CJI 5) 
Lesion <us Chest PA JI9 
Then you say 
Upper zone Jl J lesion Jl 

Lower zone Jl J 3) 
Middle zone Jl J 3! 



555 [frasu j-o zones Jl <3jsu ^Ijl 
JI9 first Jl aLai li^ upper zone Jl jl „ 4333} ^ijb CJI 

second rib 

( 3j5^l J SyljJI^ ^a&b 5^ Lo ^ j ) Anteriorly 

anterior aspect of the first rib Jl ^al 
anterior aspect of the second rib Jl ^3 
this is the upper zone liu 



The middle zone 
3$jj anteriorly hufy aLai 

This is the area of the middle zone 
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„ Lower zone JI9 
4 th rib anteriorly Jl c*^b edge Jl Cm JJI ^ 

» ^ti 

Chest PA CJI 5) 
( lesion Jl J&> jruLo s/UJ) c&bj ^*JI j-o eUb Jj> ) 

This is upper lung zone 



in the middle lung zone liu 
in the lower lung zone liu 




Lateral view <us jll $J 
You should mention the lobe 



And this the case of right sided pleural 

effusion 

And this effusion extending into the 

fissure 

And you can see the upper lobe, 
Middle lobe and the lower lobe 
And the major fissure as well as the 

minor fissure 



This patient has a pleural effusion 
extending into fissures 



„ ojS ksjz 



jjjjtfi) ,J l^aJiguuaJj L^-l JJ) Jilijyi jjJjIp Lr&S^^ 

ij 3^5^-3-0 jLo IJlp- IJlp- hjCS jo\su\ duS 

Pathology J\ j^^s 



relaxation $ protrusion $ disk bulge JJ 05JL0 <us „ 6j5 spine Jl J U^U 

„ 4jI i^ijU- jLo ^IS^ 
£l*)l J 4^ ^1 J U „ ^ JJI OL>bJI dJ$3) \j) 

dJuaS ^ij ^Ul 
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j*iLJl J5 „ well documented f&lS'dJ 

45L*J) J dJil ^5^03 „ 0^ cty^ » (i^ ^5 

: vSj signs Ujl^ L^l9 

Silhouette sign • 

Air bronchogram • 

expressions Djo^ 

55 Pulmonary nodules <ol ^jls^ • 

55 Mass 4jI ^jls^ • 

55 cavity <bl ^i** • 

55 infiltration <ol ^jls^ • 

55 opacity <ol ^i** • 

555 chest Jl li& J <lf$&> ^! ^1 

j^yi ^jcujub u^i9 

555 Silhouette sign 4jI J$& 
Jl Cqslco „ dsr\& c*j> (jjisj Silhouette „ cr^j^ 

l^bb definitions 

jlSLo J ^Sj ) Lla> 8^55-3-0 Opacity L>jo^ chest Jl Lua> L^l 3J 

( 

cardiac borders Jl Js. Cu^j CJI $J 
^JiJb 4-JLc- ^L? „ JU-«*JI 4-p-UI 

^JiJb dJs> JuSj&lu* ( ^Ul jlSLo ) Orya^l 3p-L)l g^lii cardiac border Jl J&> Cu^ CJI 3) 

555 4J 

cardiac border Jl Opacity Jl 

cardiac border Jl l^si Opacity Jl 1% 
This is known as Silhouette sign 

555 Sign Jl j-o 4jI ojl&lJ CJl 
heart Jl ^> „ ^3 Opacity Jl jl 

is anterior « heart Jl jl U9 
is anterior « opacity Jl % 
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555 C£aJ] a^Ul anterior Jl 4j[ 3 
Middle lobe Jl 
Lateral view j£ ^> c^ CJI ULj 
this opacity should be present in the middle lobe jl 

&a chest Jl J&> Ujb Ccqoj c*-c> CJI 5J 
„ opacity 

cardiac border Jl ^i&Jb c*s^ 
555 4jI dJil (jJiaA UL> 
^ b) jLo ^5 opacity Jl jl 
cardiac border Jl cJa£ CJ15 „ ^ tol CJ15" 3J 




is posterior Opacity Jl tlo 
Then this opacity is located in the lower lobe and not in the middle lobe 

( Silhouette sign ) l^Jb ^J&J oiji^ ^! s 'g n <-f J 



Air bronchogram JJ dj^ 

555 air bronchogram <bl ^i** 
J* air in the patent bronchi 
background of alveolar consolidation 
I^jlo JJI JUjI „ dhLu^j Lung Jl (^j^ 
opacity <Jl£o ja*?^ 
patent <uJ bronchi Jl ^>5J 



air bronchogram Jl 1^1 



And this air bronchogram can be seen in the X ray, can be seen in the CT 

IfrUaa CJI J\ J Can be seen 

» 

air bronchogram l^s jl J$& jU^ J l^> Ul 4a^!^3 „ CJ3S CJI 3) 

showing air bronchogram inside ^ jl^ 

» ols ols ols 

555 4jI a toft [Lj „ air bronchogram J$£> CJI U 
: oL>b- 3 (jtez> CJI liL> „ J air bronchogram 3jru*> c^j> cji 3) 
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„ this is pulmonary parenchymal disease jl : ajy^l .1 
air bronchogram al^ 4i>U CJI JJI lesion Jl \Xa> ^i** 
Lung parenchyma Jl J gJtk gIl&o 

J3I ^ 



this lesion arising in the alveoli jl : iubJI &*bJl .2 
this is alveolar pathology 

eUb J*- 

pulmonary parenchymal disease 
bronchi Jl j-o gilt ^^SU-o 

nerves Jl j-o j^lo gilt J3SU ^>5Lo-o 
vessels Jl j-o gilt J3S4 ^>5Lo-o3 

air bronchogram 4^ 3 this is parenchymal disease : CJ3S dUI 

alveolar pathology liu 

this is consolidation jl : &J13JI &>L>JI .3 

(^1 jLo 

55 consolidation 4jI ^jls^ 
alveoli Jl J JJI ^15^1 CJLp CJI ^xsu consolidation 

555 &>L>JI ^ 4jI 

pulmonary edema djo^ ^5)^ CJI \LuS „ ^Lo O3SU ^>5Lo-o &>L>JI • 

pneumonia ^3J:> ^jo^ CJI li*^ „ jl>jlo 3) • 

pulmonary hemorrhagic disorders djo^ [Lus „ blood O3S0 3! • 

alveolar cell carcinoma djo^ O3SLS „ tumor 05503! • 

alveolar proteinosis \Lus „ protein O3S0 3! • 

consolidation ^o^l J3^ J5 „ 
pneumonia consolidation jl LUoa J t|b U^l „ ^>5J 

Pneumonia Jl „ ot^b* consolidation 

jjjt&JI J l^s ^jSjj JJI ^>LqJ\U „ Jt*j ^^^J U 
abscess 1^3 „ cavity „ Mass I33 „ nodule 1^5 „ opacity ^uSu ^L> 

4USjb L^l JJI pSJ] 3 
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^5-0541 J dJLJ jJloj jLLc- „ JslaJVI J^-y 0^^^ ^! 

pulmonary nodule &>b* J^l 
555 Pulmonary nodule 4jI ^jl** 
The pulmonary nodule is well defined lesion that measure less 

than 3 cm 

This is the definition of the nodule 

„ ojS chest Jl Js. jaJ UJi 
„ ^^Ja l^Jb j^Uj 1>I JJI lj£ 
This is the well defined lesion measuring 
pulmonary nodules ^$Luj „ ^> Jil 

pulmonary mass Jl U) 
well defined lesion „ ^ 

^-tt> 3 j-o JfS) 

„ 4jI dJuoS CJI \slj Nodule JjJft U *J>sJL&9 

4jI djuos CJI liu mass J$&> 

Pulmonary opacity 
Opacity l£J gajJ chest Jl J &>b* J5 jU^ 
l^i^ ^Ul J5 JJI9 ^jii^l J U5-I JJI Opacity Jl tfJ 

( patchy opacity ) Sj$*aJI J JJI ^ 
This is ill defined lesion containing air bronchogram 

t^usjb U^l JJI Opacity Jl g$ 



t$J$£b 1^3 J^9 „ cavity Jl „ 

Cavitary lesion 
„ abscess JJ s M^s 
4jbl *U jl ^^Ja li^tuA Lo ,5j ujJ) O5-JL0 cavity Jl 

This is known as cavitary lesion 

555 cavity Jl ^Jjjsj \3j 3^ 4jI 
al^jb <us I^jlo lol b „ *\$& 43LL0 1^15 lol b „ 6J5S' 3jL^ cavity Jl 
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„ cavity Jl 1% 

6)3^- el^J) ^5^3 j-o Jl) V 

mass <us Lol b „ fluid 4iUb 
4jbl *U jl ojS ^io^L& Lo differential diagnosis 4J J^a ^ J% 

pulmonary infiltration Jl lol 
strand : 4j) „ l^Jb 4Sjl*io ^Ul J5 JJI ^ 

retriculo nodular jl„ nodular 
bi*i* » ob-UJI j-o ,^1 „ fibro nodular ^ijU- jLo 3) 

in the upper lobe oL>b* 
this is tuberculous jl J$& ^i^JI J CJI (^^9 

lesion 

ill defined strand nodular opacities ^ JJI 

Upper lobe Jl 

{yp)t\ (J $\ JU-«*JI ,J 3I cry 5 ^ (J 

jaJL> >>yi J Then you mention 
this is most likely of tuberculous nature jl 

» 

chest X ray J jjjZj ^uS\ <^l& j&^s 
normal CuA! 3) lesion Cu2J „ ojS chest X ray J&> 

Normal chest Jl J j/VI LJL> 
555 Normal chest Jl J 4jI CJI 
Clear both lung fields, costo phrenic angle, normal cardiac size and shape 

normal cardio-thorax ratio Jojj&jj* dLLas ^> 
Normal \slj cardio-thorax ratio Jl O3SU <ti\ : o^jb q&lS j'y 

(jSL^y JbtiLxA Heart JI3 

(^5^y Heart Jl jl ubl& CJI 3J 
normal cardiac size and shape J$kU ^ufl 
Normal cardiac size and configuration 3! 

i^l ja>1^1o3 tgli ^jjSjub JJI OL>WI j-o 
l^uu U^couo chest Jl SjjISjJI^ 
Prominent vascular markings 

555 4-oJ^Jb 4jI 1^1 „ 4j>jJuaJ) jilj-oVI £3^ 4£-Uj>J1 j-o S^l^o j-o jiSI <j CJLJ) UI3 
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„ jJjAXtt (J jia-a> ^j! JjU- b! 
ja>j4>I gfl*** JJI Jj>IjJJ J3S) JjU 1>I 

( 555 !!! 4j) ^jls^ Prominent vascular marking ) !! 4>l ojo^ o:> jajjAI ^l jjU 
Lbljij jLo9 4jI 4jI prominent ^ijU- jLo 3^) dJ ^Jl! Lo : jb*JI 

l^JLo Ub Ju>L> 4ko3 ^JlS 
„ 4JllJI 4k£JI 

prominent aortic knuckle jSu^&lo 

555 4J 

!!! what do you mean by prominent aortic knuckle 

plain X ray Jl J l^$o JJI Sjl^i 

aorta Jl J 

dilated and folded « aorta Jl jl 
cardiology Jl £3^ 4pUj*JJ ^L^uJb ob O3SU jlS 
aortic knob 3! Prominent aortic knuckle 

d-ojV jklfclo „ 4jI JaS»>R-o 3) 



atheromatous calcification of the aortic knuckle or knob », u-oSl calcification I4J jl* 3) 

arterio sclerotic disease gjo^ jLsJI jl „ lab** ,$s 

^VsJ) J 4-LbUl jilj-ol OucJa Js*Lu3 JS 
4A5tuiaJI %b*)l ^ISJl b I2g 



„ Lesion 

: i££ Ob>l^J) dLo LJ^JLkto 



>l 3J 



555 ill defined ^3 well defined b Lesion Jl Jj* „ |definition| Jl : J3& j^Is S>$ .1 

555 well defined 4>l ^Ijl 

J5& Lol b „ relatively well defined Ul b : J^ „ J^y* iJbJI &S-JI3 4^ J^ ^JiJb c^Lo CJI 3J • 

relatively ill defined 
ill defined lesion b liL> ^JiJb lib jaJl£- <ul& jLo CJl 3) • 



Uj* 4pUj> b Lung Jl J JJI Lesion JI3 ( |Type| ) 4i>U CJI JJI lesion Jl J3& : 4JUI .2 

Nodule b • 
Mass b • 



c 
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cavity b • 
Opacity 3) patch b • 
l^Jb b) JJI infiltration Jl Jl 4sU>Vb „ hujw Js* Uj* 

retriculo-nodular infiltration ^ JJI 

focal lung disease Jb £Ui> b 

jaJL> luas diffuse lung disease Jl J&> ^Sjj U 
focal lung pathology Jl Js. oi£y* „ ^$1* ^ 
55 patch cavity ^ Mass ^3 Nodule CJI Jj* : J3&3 



^ISJI li& ^> &>b- ^1 „ 4 X 5 „ 2 X 3 „ >o-jjlo> J >o-jjlo> ( Size and shape ) 4jI :>) 1^oj» J$&> jl» .3 

1^15 oL>L>Jl9 lobulated grounded ^ Oval ^ Jj* „ J3& ^0^3 



pgugfa&Jl J ^0 id ( [Multiplicity I ) 55 V ^3 Multiple Oils' 131 J3& 6*^3 -4 



55 y ^3 ce^5^ ( costophrenic angle ) Jl J3& cx^s -5 



( Cardiac size and shape ) 55 4j) V3 shape 3 Normal cardiac size Jj* heart JI3 .6 



chest Jl £b ^jixJI Is 



Chest X ray J-o^l U „ bl 
555 4jI J Chest X ray Jl j-o juii^l jjj) 
^LtaJj aljj>l 3 j-o J35L0 L>L>) chest Jl dja^ CJI 

Lung Jl > 
mediastinum Jl > 
pleura and chest wall Jl > 

4-a.4u.JjJ1 dj^-l cJbJI J3S Ujb 



Lung Jl 

focal lung pathology oL>b- <us 
diffuse lung disease oL>l^ 4^3 



„ Lung Jl <| &jS> U^l 
6jS JJI ol>bJl3 pleura JI3 Mediastinum Jl J^ ^J5o^ 4jbl *U jl ^usls olj-o 4^ 3J3 

chest X ray J^ j^j U 
You have to discriminate 

(JjtUjI j-o Lo 

55 diffuse lung pathology ^3 55 focal lung disease 4i>U CJI JJI lesion Jl Jj* 
^ f Pageliy^^—- 

^ "^pIq^ ^Sj5Li> ^ " Jbd Jls " at) Jb&gJl : sIpjJ) J^aS^ „ ill VI dJI V : jilt) J^asl " Jls ^JL>3 dAz ill J*? " (^Jl jl 4^Lo ^iojJl j^u> J Cu3 
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Discriminate 
between 



Focal lesions 




affect y diffuse lung disease Jl 
both lungs 

£oJL> lung Jl J 

3) lesion O3SL0 focal lung lesion Jl 
jajJI J loJLa> Lung <uJ ^ 

£ob £>b* diffuse lung disease liu 
&>b* Focal lung pathology 



55 ^s>rJ L^l JJI focal lung pathology Jl Uj* 4jI 
: J3^ eUi^ bl JJI 
cavity Ul b „ patch Ul b „ mass Ul b „ Nodule Ul b „ focal lung Jl 

^jblsLo J-olaULk U^-l JJI 4&>jVI J35 

EBBS9H 

„ 3^)jj ^JLp bl3 „ IJls?- j35«f<o JIJ^ 1^3 

3! *bjJi*aJ) jilj-oVI £3^ 4pUj>JI I^aS ^JSj 3j-o J53 

Nodules Jl „ 3^1 b) : ^3^ Jb Jts* ^1 
6 Uj* Lung Jl J 4S3js4I 
I^JLp J39 J3^ 41mJI jtlp 6^)3 ^jLp CJI 3)3 

„ ,5! J3& Lo JaS 

Nodule Jl jl „ ^ j^\s hj& dJ& hji^ bl 
frequently seen in the clinical O3S0 & 

practice 

J3^ 3 J5 „ frequency Jl ^i** 
J3^ii 4 J5 „ 3d^l3 
Jlsii CJI jl Provided 
nodule Jl ^93^*0 ^1^3 „ O-cJl J j^Is ^lio 

: Uj* JJI J3^ ^3\S bl JJI 4i*JI j£ nodule dJJ& CJI 3J liu 

Tuberculoma > 

Hamartoma > 

Bronchogenic carcinoma > 

Metastases > 

Pulmonary AVM > 
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Hydatid cyst > 

4jbl jl £>lj3 j-o t^jst^ J (^3)^ l^la^jb „ J^i 42«J) jr^ nodules ^js£ CJl 5) 

3j-o jjj^Lc- BjJtl Jjl> 5^1^41 CJ5S b) 
45^(3 ^JLbb^ chest „ <jJi)u&a ^b aLa§3 
dJil Sabj 4Jb nodule Jaso ijj^ j^Jl^o 

rheumatoid nodules Jl JJI „ <us JJll> CJI JJI^ 
frequently seen in the clinical practice J>1&> 
3j-o ^3 „ djL^ J rheumatoid nodule c£$J> Sj-o ^tf „ duJu cJL CJI 5)3 

rheumatoid nodule c*s^ ^ Sj^Is Sj-o 

rheumatoid nodule Jl Jstiz „ rheumatoid Jl d^Jua ^u$JI J 

!!! 555 Nodule J Jts* 
frequently seen O3SU d£U:> J gitaj Nodule ^1 „ ^sjia* JIJ-JI Jlj V 

41m> jLo 4&^u> ^31 J5SI3 „ L& Iflho-I Ul 

chest X ray ^ j^j U dbl „ 4tLuJI L7 ^jl^ 4pUj> b oIl&o b 

pulmonary nodule <us ^^3 
^ 3 0-0 Jil « well defined lesion ^jls^ 

J3^ 41«JI jr^ ,5! J3& jl V 

jgug^taJI J at ease l&J 

^Lo^U l^J Sjl^I^ J5 

I Jtl jLLc- }jS jLo ^3 „ I jS jLLc- I Jtl jLo ^3 „ I jS jLLc- I jS jLo ^ J^Al^ 

4«jjI ^ij ^3 ^ijJI b 3J* UL> 

555 Nodule Jl c&kj olo&JI l& ^ 4jI 
„ Hamartoma „ tuberculoma „ Nodules Jl U3S U^l 
hydatid cyst „ AVM „ metastasis „ bronchogenic carcinoma 

555 Jqsj j-o ^$M' i^lj! 
0^13 J^-a>l3 „ 0^13 J3I 
History ^1 jr^ jdO dJl^jj3 bl 3J „ bbiA JJI 3j3-»aJI JJI 

this is metastatic deposits „ ^>l^ ^ jr^ 6-° 
^ f Page |19^^— 
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555 gljj 

by multiplicity 1^3^ 

555 (Jb* Multiple J55a^ ( Nodules Jl £3^ ) J^a 42*JI J &>b* JlJl* : J3&L& 

CJl J3S : eU5^ 

!!! Multiple \1uj hydatid Jl jLo !!! ^ hydatid Jl 

!!!5 Multiple j55o ^>5Loji jLo ( pulmonary vascular malformation ) AVM Jl 

rare ^ „ &3J 

55 Hamartoma JI3 555 tuberculoma Jl 
Multiple I933S0 ^31 Extremely rare 

chest Jl J dlao ^lo L>) Lo J^ JAaifo ^jilSLLo ^3)^ 1>I liL> 
Hydatid JI3 metastasis Jl U 
Multiple 15^ or^yi 

555 4jI CT a:> hydatid Jl 3) metastasis JJ CJL^ CJI 5) 

^Lo 0)3^ 6^ Hydatid Jl ^hjt 
soft tissue Metastasis Jl ^^3 

d&-\sr (J3I g$ UL> 
„ 4JUI &>l*JI 

you can discriminate by the history dUI 
is a clinician J3 tfd L : t^l te* J £3j) U J5 13)3 
Jsxio jU^ adequate clinical data gjo^ liu ^jV „ JIj3-*lo J^l^ 
l-o$JI J 3! web Jl ^ o^b* U £o>*4>l J% 
I JlS' j-o J^uLo3 „ J&LM b ^3^ fjV 

4lo*sJb U^-j JJI ^l£J) J5$ jiLuuo jlSj 4jI e9jlp jLo Jy^l : ^5^3 dLs 63^ j^jlrLuo 

This is not science 
JJLLo history dLdfe eLU d^l jls^sI L>) jl 
on the spot j^sio jU^ 

nodules &l*> Ujo^ „ ^3)^ L^l liu 
Hamartoma JI3 Tuberculoma Jl 
^^J\S They are benign lesions 

And show 
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is very smooth edge Jl 

chest X ray J&> 5J Ul 

3j5^aJI J JJI ,5j lesion C^aJs 
„ ^l^ JJI ilMfjjLJI CJJ ubL*>3 
containing calcium 5^ jl Meaning 

smooth [y&kj edge Jl Nodule J ^JISJI 

^jrtJ^yi ^r^VI 6-° b jl J^hlc ^3js£$ jloJaj ^JLpt> b 

Tuberculoma 
Hamartoma Jl 3) 

» 

555 Hamartoma JI3 tuberculoma Jl „ c^Vl OtH 10 tf!3l 
Upper lobe Jl J tuberculoma Jl 

^ i ^3^3* Hamartoma JI3 

calcification ^1 Tuberculoma Jl 
Pop corn calcification l^s O3SL0 Hamartoma Jl 

fat j^l^io Tuberculoma Jl 
fat Hamartoma Jl 

hjsj Ob-b- b J5 „ La>lj3 lus- Jx- J5 

in the clinical practice ^JUJI J jiJLkcu^ 

„dSJ 

5!55 Hamartoma JI3 Tuberculoma Jl to Jl jix^ JS jSjS L>) Jj* „ du*& jLj U 

No 

55 cr^yi & U Jl clinician \S L>l Jj* 

No 

555 dJ 

never turn malignant c^p^ » £^ ^Vl $ 
malignancy ^JL5j Hamartoma Jl ^3 tuberculoma Jl ^3 

chest X ray 

calcium 1^3 Nodules ^^3 
Hamartoma O3SU 3) tuberculoma O3SU jSU-o jl : J3kU J3& 

CT jLxlf jtnlh?n 

^ f Page[21 > |^~—- 
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4xlkl& CJl JJI CT Jl jjg gSJ^ jl^M jLLc- 

Ife^ij L^J JJI edge Jl l$J NoduleJI cjC 3J 

speculated 
edge ^jr^Luj^ t^^So* ^uSJ) 3) 
Lesion Jl jl „ I&Il&o 
is invading the adjacent lung parenchyma 
this is malignant « I&Il&o 

Nodule fjins U UL> 
is speculated edge Jl ^^3 
this is bronchogenic carcinoma jl J$kU J*>&> 

„ lAi Nodule U 
to the hilum c&^** 4L03X0 nodule Jl ^^3 
plain X ray Jl J l^LAa ^>5Lo-o J^a o^W 
CT Jl (J j-ua^-I l^sL*^^ 

555 4jI SjL^ J^a cr^-*^ 
feeding artery and the draining vein Jl 
555 dj\ Nodule Jl jl „ oj5 ^l*o ULj 
Is pulmonary vascular malformation 



i&j^ JJI content JI3 „ a a* JJI Nodule Jl U 
^5)^ <bl*J l^Lft} 45L*>Lo <uJ Sjl^Is : UI3 
exceptions l^J jiW^ 
hydatid cyst Jl ^ Lung Jl J ^Lo &LLo JJI Sjl^J) 

Lung Jl J 43LJL0 JJI Sjl^J) 6J55JI 
Hydatid cyst Jl ^ 

encysted pleural effusion Jl jl „ dJ\j J± 
lung Jl J ^5^3-0 Jo 1^0 
fissure Jl J 33^3-0 la 

juJuaJb jLJLo totally J>\jL^ abscess Jl jl „ dJ\j J±s 

dill z\J*> jl 4^3-^ J^st> dbj3Jb Lo JJW) Jx- 4j^Jt> ^?hSi 4-3 J3& ^jV 



f Page [22 Y 



HMIMO 

VATIOIM 



X ray chest Dr. Mamdouh 





♦Tuberculoma usually single, 
smooth edge, may calcify, less 
than 3cm 

♦ Hamartoma 8% usually 
single, smooth edge, 

calcification 15%" Popcorn" 
less than 3cm 




0\jS Olj5 Olj5 U „ 131 tiu 

metastasis JJ support o &>b* JuSms* C6\s 

plain X ray Jl J 

<La l&l^ (J&)3 CT J-o^-l 

you are dealing with Hydatid cyst liu 

And this is the difference between the 
hydatid cyst and the abscess 

ibLuuJI e <*2$Ju3 j^ls CJl 

abscess Jl jl L*>>sl 
wbJuo jLLo 4J5 glb^ CT 4JLdLo^ Co 1 3 

Still 

abscess Jl wall Jl 
Is very thick 
( wall Jl J&> jiliuo ^iUI 6-0 J± ) 



And the wall of the abscess 

W gJj wall Jl Hydatid cyst Jl 
Sj$*a)l J ^Ijl J-ob hydatid cyst Jl 

Ijlp- Ijlp- gJj wall Jl 

jIjl^JI abscess Jl ^>5J 

4_5^_^ Jl>Ll> 45Zaj& 



plain X ray U 
Nodule djo^ ^§^3 „ CT 3! 

„ nodule JI9 
is smooth edge Jl 
And is containing calcium 

you are dealing with benign lesion 
Either Tuberculoma or 
Hamartoma 
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LjW) J Seen 

parenchymal 3! Pop corn calcification 3! multiple 3) central « showing 3 

is clear l^J!^ JJ) Lung Jl 
no other nodules detected 

costophrenic angles are free Jl 
Normal cardiac size and shape 

Conclusion 

conclusion jjjZj J5 J <j£j „ 
conclusion Jl VI J^jAUa <Lj\3 j-o ^LL^ U> 4*^>l j^jl! dLJ& CJI 

55 j*uo ^3 ^0 

this is true „ 

<t3\S CJI JJ\ CJI jl j*j <iuxi3 ti^ „ 4j15^JI clinician Jl 

^j^jtc t>| Jj\ qCLoJ^JI j^^^Qn Ob^fljO 3 jjj^lll : dU^ij IJlp- SjrCCf 

4jI clinician Jl <Jjb l£j ^jV CJI 

j^>j-U J^*^ 

chest X ray CJLo^ CJJ 5) 
6Jtf vSj pulmonary nodule c^J &j5 0^3 

yy ^3) a *Jjb CJI3 
benign f$^J\S JJ) Nodule Jl jl • 
AVM \JLu Hilum JJ l^ulo^ o^Ls- l^J JJ\ Nodule JI3 • 
hydatid Ia*i* ^Lo l&l^ JJ\ Nodule JI3 • 
metastasis \Lcu Multiple JJ\ Nodules JI3 • 
UL& speculated ULi* edge Jl nodules JI3 • 
Bronchogenic carcinoma 

» 

plain X ray Jl „ jL^yi Jzsu J L>) 
l^Jb dkJ^ L>) JJI 0U3IS41 J£ You can never judge 

£>3$JI ^Lo3JLslo Nodule Jl ^ys^OJ 6 a CJ3JI J 

malignant O3SU 1^31 JUi^l 4^3 

J^-o J3&3 CT J-o*Rj> 4j) j^Jj-oJJ L-JLtaj ^yS^S dJis>- j-o CJl ULj 

j^jj-oJJ CT Jasj UJi 
W3 speculated <|a edge Jl^J^iJ^UjU^ 

V ^3 *Lo 1^13^- ^3-«*J 
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Plain X ray Jl b *J>*> jals jLo d& 
Then you are dealing with a bronchogenic carcinoma 




555 dJ 

is speculated edge Jl jU^ 



Then if you look at this lesion 
This is typical appearance of peripheral bronchogenic carcinoma 

showing speculated margin 



And this is the typical appearance of 
pulmonary vascular malformation 
showing the feeding artery and draining vein 



And then you look this chest X ray 
You can see a nodule 
<ssss\ o^o 42*Ui quality Jl chest Jl j\Azs 
You can see two cord like structures 
Connecting the lesion to the hilum 
Then you suspect the possibility of 
AV malformation 

i££ d-ogl&k) aV^I b IjUf 

plain X ray Jl J&> biopsy J-o^ ^b <us jU^ 

4jbl cL*» jl 4±$J* J&i L^-ulSLl^ 4JaA) i££9 

Is very important and very crucial 
SjjI l^i ja*^ screen Jl jLsil ja*2i „ ojS Nodule ^3 dj\ 

4JS> jixvuMJ j^djAlO ^ijjj jL5ilJ Ua9U 

femoral vein Jl J 5>kJ Jj>jlo jtf „ V y$ AVM jl jtftx> jU^ jff „ jlllloj ^bl 

inferior vena cava Jl J l^j gJLt^i 
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right atrium Jl J l^j Jj>ju 
right ventricle Jl J J}jl> 6*^3 
Pulmonary artery Jl J g!L> 6*^3 

o^LU l^U ^l AVM JI3 feeding artery Jl 

And the draining vein 
left atrium Jl Js. ^Ij 

Multi detector CT Jl jU^ 
Then you inject small amount of intra venous contrast 

Then you adjust CT 
Pulmonary vasculature Jl J&> d&kj 
Then you can see the vascular malformation 
And the feeding artery and draining vein 

» ^ 

biopsy Jb l^Jb jl^ Lo Jos AV malformation d^kiJ j$b cS\ jl ^li^o CJU 

„ 131 UL> 

„ Pulmonary nodule chest X ray CJL^ 3) 

^ 3 j-o Jil well defined lesion 

!! bronchial carcinoid 1^1 &>b* jLcio „ bronchial adenoma 1^1 &>b* 

^Ic- CJl Lo J3S3 „ 4jI l^-o-tt>l j^SjAo j*ui-o 

!!! Foreign body granuloma 
lfr>guk«ai& jLo l^d^u^J U CJJ3 „ IfrjG&i&J* jLo l^d^l U b) yy 1§J5 ^ Ob>l^J) 

l^<njk<tu.fo jLo L^S^-ucUb <jb Ju?- ,5)3 

differential diagnosis Jl J b dLlia^l J^jiio 

Js* duuJ\ ^> gJLLc^ 99 % l^s^^uA CJI Nodule J5 „ ^>SJ 
biopsy Jb dj^^JuJb ^Ul J5 „ jrp^l (^^i*!^ 
jUtl 3I bronchial adenoma g!L> biopsy jl^L 

the common lesions seen daily in the clinical practice LJ b) 
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rare Jl )$sza*uj jjjjIp j*>5a*-u-o obl^ioV) (J3 rare Jl ob>l^Jb duui} jLptJLio 

rare Jl 4a£^> jt«£> U CJI^ 
j/VI J l^Jbls^ rare Jl ^oL> diLu U J^lj 

^u>^JL> ^Ij3 vSj^ j^st>3 IJ^> <-*5z*o ^5^ lib jl^loVI^ gJU*J) j^lo-tl 

J^- ja>L^JLo 43^LsJu 

common Jl *Jj^l CJU 
jLoj j-o ^^uJ d>y „ common Jl j& ^J&jsua 

g$ &>b- 200 ^ JJI hh\J\ C&kj 42*aJJI (^IJIi cr^^i^ ^ijt^i 

Then you know the common 
clinical practice Jl J ^ib*^ 5^ J^ 



lung Jl J JJI mass JJ t& 



55 mass Jl <Jjjs6 4jI 
well defined Jl Lesion Jl „ mass Jl 

j&\ <toJ» JJI 

555 Possibilities Jl 4jI 
adult Jl J lung Jl J JJI masses Jl „ ^1 bl^ 

SjruSJI Bronchogenic carcinoma .1 
SjruSJI Hydatid cyst .2 
SjruSJI Metastatic deposit .3 

differential diagnosis Jl J ^la^J J^a 4j^JLJ1 jr£ Lung Jl J 4Jb Mass <J>*> 

Jb$$jSA 6JS JaS JJI ,5j „ L_9^Rl& jLo 

£>!>b Uj* lung Jl J JJI masses Jl Uj* 131 liu 

55 4jI Uj* ,JN 

SjruSJI metastasis JI9 „ SjruSJI Hydatid cyst JI9 „ SjruSJI bronchogenic carcinoma Jl 

e^uJb ^JLsJI J-ui j-o 

Mass JI3 & Mass Jl J^ c*^ CJI 5J 
y 4JUI9 hydatid cyst ^ J^a ^> dsigs 

555 hydatid Jl 

ojS JJ) 
55 <|ljl Ci>* 
extreme sharp margin Jl jU^ 

^ f PagelZy^^—- 
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are malignant qu&l 
bronchogenic carcinoma Jlj metastasis Jl 
sharp J6^ua ^y&kj Margin Jl JbJb^ 
hydatid g$ Sj£*a)l jl ojS 45Ui!b ^>5Lo-o CJU 

margin Jl jl ty** 
Is extremely well defined 

Hydatid 4>l jLxil ^oc*ai& dbl l&L&o jLo b 
&>b* ^3 bronchogenic <j$£j „ 4J$£>3 

needs further verification ^ JJ\ ob>bJI 
^ djo^ CJ|3 verified O3SU 1^1 V 
further evaluation QL&U iJUaS dUI 

^Lo ( Mass Jl ) lt£jL& 1>I JJI lesion Jl jl c*s^ b) jl ji>l 

Hydatid 1% 




555 jau3jjlo jijil ^cJg 
two possibilities djo^ UL> 

: J3& Lol b 

Solitary deposits • 
Bronchogenic carcinoma • 

555 deposits jl <J>*> ^Ijl 
Primary malignancy gjo^ jLsJI jl 



1^23$)$ dSLi\J*> CJl JJI ULj „ jail^- 6 Ju£- ^3jJlo jLo jLsJI 

bronchogenic carcinoma until proved otherwise 

555 Proved otherwise <bl ^jls^ 
primary malignancy gjo^ gib „ investigations Jl jls^ 

l^Sjlc- ^jtcuSLo CJl 

: dJ$£j bl 

you should consider 
adult Jl J lung Jl J Mass ^1 
As bronchogenic carcinoma until proved otherwise 
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CT J-ob c^sjs 3* Mass JJ c^> CJI 
mass eUlaJLLo CT Jl ^Ij 
^5- ; -«Jl5' mass Jl \$?s 

^2§$b JjIs 4*J CJI 
!!! benign ob** ^JISJI jl 

Nodule Jl J benign &Llslq f&uJ\$J} 
mass Jl J benign obs* nodule Jl J benign obs* ^JISJI 

expressions Jl J &iJI la 



Lung Jl J mass c^J 3) cjU 
this is bronchogenic carcinoma 

edge Jl smooth edge Jl 55 break down J^\^a break down l^s 55 o^ 1 ^ f5^^ ^ 

55 tail j^l^o ^3 pleural tail l^s 555 speculated 

adult Jl J lung Jl J JJI mass Jl 
Is a bronchogenic carcinoma until proved otherwise 

adult Jl J&jSjj UT3 
4JUI oL>l^JI dus 3 neurobalstoma <us JUt^l J <Jjb CJI jU^ 

adult Jl Js. ^JSob U^l 




Mass in an adult should be considered as 
bronchogenic carcinoma 
Until proved otherwise 

» 

b>£ IJl^- SjruS' MaSS £>Ju£ CcJL^ jLx) CT CAjss* CJI 

JS^ 

osteosarcoma gjo^ jLsJI eU^Jls „ ^ 
metastasis SjL^ „ SjruSJI Mass Jl liu 
osteosarcoma Jl ^ 



chest X ray c*^ CJI c*._ 

q^o-JI { Js> C*^j JU-«*JI Jx- 3j5l CcJL^ 

555 Nodules Masses ^ ^b^ 1 

Masses 
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- & dJ^j JJI ^jjiaJb chest Jl J Jgi&a CJl - 55 differential diagnosis Jl 4j) 

!!5 4jI ubL& CJl „ GJtl Lo J3) 

Mass 

555 Mass Jl c*^b possibilities Jl <bl 

55 4jJ Uj* ,JH 

bronchogenic carcinoma b • 
Metastasis b • 
hydatid cyst b • 

j&js j&a 6jJ „ 4j>jJuaJ) jilj-oVI 4x-Uj>J) ^3-«*J U CJl 
tojS dJ$Aj bl Lo (^j )$sza*ujJ ^3)hJb 
J^J-U gibflJ jSJ& ^tj^ ^4^^ ^! bij^ c^^ 52 ^ ^ Jla^JI 

l^S 45L*> 4aS J55o U CJl dbl 
J^JJ J-05^ 

4^-L?J jaJL^^IaAO, (j^)juJ (J ^U^-l WJ»j*>£> J.Afl.7.) „ 4SLu <US jiJ^^uO 14 

Lung Jl J Masses c^aJ bU 
4j^b Ujb UL> 

„ ^Jo 

55 Multiple ,JH ob>l*Jl <bl 
hydatid Jl • 
Metastasis JI9 • 
Multiple j^li*!^ bronchogenic carcinoma Jl 
Metastasis \M » Hydatid cyst ^ ^>5Lo-o <|:> l^U bl JJI ol^SJI ISI ULj 

„ Can I know 

555 CT Jl Lo jr^ j-o hydatid cyst Jl c&kj Possibility Jl 

» ^ <|l 
55 4jb 

extreme sharp margin : ^^Ja dLlS <uJ .1 

By the presence of air in the wall of the lesion .2 
jjLu> IS L^^ouiuj Ujb JJI 

and this never exist in the metastasis 

l^J (^^bi „ lesion Jl jIjl^ J^ j^j U 
hydatid cyst Jl c*^b „ IS b jl lSjsu 

( 5j5^l J j^LU ) air fluid level l^J ^jlo oljJ oljJ dbl 3! 

rupture t^Las* 3 hydatid SjLp b 
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rupture l^Lag* $ Hydatid O3S0 U 1% 
555 metastasis ^ 4Jlxtl oljSJI liu 



liV/V) vSj Hydatid ,,5^ <u>lj3 I^sSu 

Plain X ray Jl J djo^ CJI liu 
Hydatid Jl jU^ signs 

Extreme sharp margin .1 
( ^Jb* which is know as ) Lesion Jl jIjl^ J ^l^ 4^ j£j <ti\ .2 
air fluid level 4^3 „ £9ji* ^jlo 0^)33 ( ) Hydatid Jl jsSo 431 .3 





„ ^LAaJI J CcJLp j2?jil 
CT J^l 

<Lo 6I3P- 1^9 „ <Lo 6I3P- b „ CT Jl J U 
Lung Jl J ^Lo 43LJL0 JJI Sjup^I 6J35JI jl ^i>&> 
hydatid cyst Jl ^ 

patch Jl 3) Pulmonary consolidation JJ 
„ iLiijI U^l Lo patch Jl 
opacity \&\$? 
air bronchogram l&l^ 

CT Jb Opacity Jl 
air bronchogram l&l^ 

CT Jb ^1 4Jb opacity 3 
air broncho gram l&l^ 

555 What are the possibilities 
: dhlss p£J\ hjjj J bl 
ojS oVUi^l ^*u5j> l^J Opacity Jl jl 

: J^a <UuoiJI dhS$$ 

pulmonary edema b 
pneumonia b 
pulmonary hemorrhage b 
alveolar cell carcinoma b 
alveolar proteinosis b 
are diffuse lung disease « Pneumonia Jl Ijl^ U J^^ J5 

Then the only possibility 
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air bronchogram patch eai jl 

pneumonia O3S0 1^31 
infraction t^l 3! 

£3-0941 J History Jl LoJt£&*J L^-l 3J9 




pneumonia Jl 5^ jl 

SpUtUm Jj^i 4^5» 6JlX^3 jL^ 

pulmonary infarction gjo^ JJI jLsJI 
acute chest pain gjo^ 

c*^li> basis Jl 

patch in the lung Cu& CJI $J 

consolidation ebl It is easy 

gJaiJI ^mJI Ijl^ infarction 

6Jil Sjr^o patch U 
lung base Jl 4-^b C6\S olJJb 
pneumonic patch 1^31 Jai^j ^>5Lo-o 
infraction O3SU ^>5Lo-o3 

How can you discriminate 

History Jb 
history J£jj&* 
« CT CJLo^ 5J dj\ ^L>) Js. „ CT Jb ^>5Lo-o 
you can see the embolus inside the pulmonary artery 

and this the only possibility 

CT CJLo^ 3J 

blao JJI Sj£*a)l ,5j eUyfclk (J*!>Jll& 

main pulmonary artery Jl Jl 

( ^alojJI J^JJb JJI tjsrj] J^ ) JUI ^J\s 

4^1^ right main branch Jl 
And you can see the embolus inside the artery 
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Then you settle down the diagnosis 
j-o^yi j^JJb JJ) ^-Jb pleural effusion 4^3 

„ JlJ-u) dLu^ CJLo> CJl 3) 
lung Jl J patch 4^ 3) 
History JI3 „ 
555 infarction Jl ^3 Pneumonia Jl 

pneumonia Jl 




M 38Y with fever and expectoration 




By the common 

infarction 3^)3 4ib* aLai „ JIJ^ jLl 
CT Jl 3) plain X ray Jl J l^cs^ 
555 pneumonia 4Jb* c&$J* 
o^l*J) ^yi 

Then you diagnose by the common 
rare £>15^JI oi^ns 
You need support 
CT Jl 3! clinical Jl I 

fever 6Jo^3 4jl*> 38 gjo^ jL^ b 

» 

expectoration 4^3 
555 a:> X ray Jl J And can you see a lesion 

55 JU-£ ^3 ^ 

555 CcpJ ^3 1J3S 
There is ill defined opacity 

j\-o-JI 4-p-LJI (J 3^3^-3-0 

pneumonic consolidation b History JI3 



555 CT %k*A b 



it happened „ <j$J 
CT is recommended <iL&3\ *j\ 
CT J-0^3 

You can see ill defined lesion 
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air bronchogram <us 
Diagnostic of pneumonic consolidation 
did ^jJI^ antibiotic jLsil 

L>tao JJI Sj$*a)l follow Up Jl J Jls^ Iaj 

Is clear 





Then you see a lesion like that 
5jLp infarction Jl jl „ d£Ua j-o Jai^ 

6jJ <v&kj base Jl 
apex JI9 

l^-o-J jLdlo „ Jiaj 6i ^ISJI J5 

dJil 65 ,5j lesion j^j CJI U 
air bronchogram o\$? 
pneumonia UL> gib b ^iblj : J$£> 
infarction liu 



Infarction JJ history Jl support dja^CJI^J 

Well and good 

CT J-0J2J dUI jh«Vi 

( Pulmonary artery Jl j^LU £b ) a:> jLsil J Slio 
( j-o^yi j^JJb \$Az jLLtl ) 355^-5^ embolus Jl hslaj] 4nki41 J La 4-39 

pulmonary artery Jl J 

( ^a&b J3LL& JJI ) ,559 ,553 ^ opacity Jl 131 liu 
Lung Jl J infarctions 5>L* 

pleural effusion Jl jU5 ^Islo^ 



43Y male with acute chest 
pain and hemoptysis 
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3jre>yi possibility JJ & 

cavity <us 3* JJI 

Nodule Jl „ LuaJL> L^J ULj 

4Xa> Ujb jj U5S5 

masses Jl Lol^ 

dj))3 ^31 

focal patches Jl Lol^ 
cavity JJ ^$5* lt^^s 

djSLuu) (Jlj^ Uj^5 



555 J/VI 4jI cavity Jl 
Lung Jl J 05^5* lesion (jis^ cavity Jl 

Well defined 

6j£ Id lesion Jl ^ j^l UJi 
This is a cavitary lesion containing air 






<Lj Ul 8j5^Jl5 

Cavitary lesion containing air and fluid level 



Cavitary lesion containing mass 

555 dA3 JJI9 *s cru Lo 4jI 
surface of the fluid level Jl jl 

cavity Jl hj£ ^JLoLp <j£z> mass Jl 
555 cavities Jl c&kj differential diagnosis Jl J <ol ^ jlo^ L>) „ 
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55 la cavity Jl Jj* „ ajy^l .1 

( SOft tiSSUe (jJl5t> ) 5j5J Vo. ( (jJl5t> JuJlo 3! ) <Lo (yfc Jjfc ^a 4JUI i^bJIj 55 4Jti 4p-1^3 pI^A ^3 .2 

differential diagnosis Jb J/VI ^jclu^s 
cavity 4^ CcJLt X ray cJ-©^ CJI 



555 cavity jl ^Ijl c*s^ 

555 differential diagnosis Jl Lib ^Ijl glkab 
„ wall of the cavity Jl j^j &>b- J3I 
gjj ^3 ^jre^j wall Jl Jj* 

thick margin 3^ JJI cavity Jl dLuojj* 
Containing air 



cavitary lesion in the lung dja^ 
djuJK) du&kj margin Jl 

555 du&kj Possibilities Jl ^ 4jI 

: jUjI j-o 4^-1^- 

chronic abscess O3S0 431 : ajy^Vl • 
break down in a tumor O3S0 4>l : 4JUI &-I9JI • 




Chronic 
abscess 



555 4jI SjL* O35L0 Lung Jl J ^jcu^ U abscess Jl ^ijb CJI 
area of pneumonic consolidation 

break down 6^ Jl**j 6*^3 

JoJlo 3 1 *Lo (^^3 
6^ Jo JusJI gSo jLsJI jj Jlsl>3 

fluid level 4^ UL-i 

cavity Jl j-o 1^15 ^Ltl jlL> 

hfe jLLo cavity UaJ 
And this is known as chronic lung abscess 

555 jL^pui JJI break down Jl & L03 abscess Jl & U &iJl 4jI 

This is crucial point 

el^jk 1^13^-3 GJtl (^j 4^-1^- (^Vj Lo J3I „ IJlp- SjjUf ^*>L) jV 

chronic lung abscess : J3& 
4&13- 3 antibiotics y gJlsi> jUsil Jt«£>3 
metastasis <il5 4*^> U j^J 
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And you should know 
chronic abscess Jl La &y>J\ 
break down in a tumor l^i JJI ^ k9 

inner margin of the lesion Jl J 

Please 

The inner margin of the lesion is smooth 

abscess Jl J 

Is irregular 
break down in a tumor Jl J 



Lung abscess Jl ^hja <J&ki\ J oljbJI J l^s^^ CJI $J ^3 

159- Qja tojS toj&j uM js dj\S 

It is very smooth 
^> extremely smooth 
chronic lung abscess Jl 




smooth jiuA tumor Jl 
lesion Jl 1^ necrosis SjL^ la 
hazards y J^a^ 

j*j ^1^ <us cavity JI3 cavity djo^ CJI $J 

: 0r^> wall JI9 

Inner margin of the lesion Jl j^j 
you are dealing with a chronic lung abscess « If it is smooth • 
you are dealing with a cavitary neoplasm « L>t&a JJI Sj$*aJI « If it is irregular • 



This different stages of the abscess 
jujlo 43LL0 hjS 3jL^ (iJ^u-o J^yi abscess Jl 
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Chronic 




air fluid level <us 
acute abscess <lq*j J/VI Sj$*a)ls 

l^X^-J Lo Lft.iQ.uU cLJbd) 

Sub-acute abscess 





3jrp-yi (j-o-ttJ jjJl«J3 

Chronic abscess 

cavity CcJLt dUI j2?>l 
„ Containing 
thin 4^1^ wall Jl ^ 
cavity <us jl tj$itf jals cil 131 *Jjb jLo „ W gjj 



jLJLo cavity <us 3) *Jjb 
thin jIjlpJI^ 
: Wa> possibility Jl liu 
pneumatocele O3S0 Ub • 
emphysematous bulla O3S0 Ul b • 




lesion Jl jlSU 

lung Jl lesion Jl <j\S 
this is pneumatocele « lung Jl h^s J 0^510 ^ 

peripherally located sub pleural jtf 3) 
this is emphysematous bulla „ Sj$*JI 
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Murapie pneumaroceies 

and pneumothorax 



Pneumatocele: 

Localized air collection . usually wfth 
Staph. Pneumonia .taut may occur 
with other typos of pneumonias. 
Extension or inflammatory exudate 
into the lesion may cause formation 
of air-fluid level . 

More common than true lung abscess 





Paraseptal emphysema 



This is an example of multiple 
Pneumatocele 
staphylococcus pneumonia J 

jit i 



Pneumatocele Jl j-o j^l^ 
rupture 
Pneumothorax J-o^ 



This is an example of emphysema 
which is known as paraseptal emphysema 
This is very common type 
Can see multiple cavities containing air 
And the cavities have thin wall 
And the cavities are sub pleural located 

J35 ULj 

Emphysmatous bulla 




cavity JJ o^S jlszj ^6 
fluid level *\$? JJI 

fluid level cavity la 

fluid level cavity JJI Sj$*aJl9 



iJjiaJ) J^ JJI Sj$*aJI 

straight ^li* fluid level Jl 

( jr^ail jlSLo 6^ OU-IaS ) JJI& 4-i te\z> fluid level Jl jaJJI ,J JJI 3j5^l3 

the water lily sign ^uSUI J L^^^o JJI ^ JJliJI 
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water lily sign Jl 
This is ruptured hydatid cyst 
cavity Jl Ho 

straight « air fluid level 4^ j£j U 

j-o 4jjru*> ^ ^! (J^ abscess Jl b UL> 

cavity Jl jsSu U 

3! #3) 3! Ul^ JJI& <us d&kj air fluid level Jl 
ruptured hydatid cyst *s t£u 

8 J5 1 6l^ JJI cavity JJ l& 
8 J5 1 0)5^ Id cavity Jl 

4j>b>- i£| ^3 4^0 j^^^flf> 
: OVUl^-l gjj! dJO^ 4-3 

( Mycetoma ^ JJI ) fungal ball O3S0 Ub • 
15^ hj£ J-0^3 4^0^ J^ a a* cJoSol endocyst ^ JJI Jl^ JJI cyst JI9 ) ruptured hydatid cyst O3S0 Ub • 

( ^L&l cavity Jl 

Jl 1^ necrotic material 4^ llo „ necrosis 4^ J^^j U tumor Jl ) tumor Jl J necrosis O3S0 Ub • 

( cavity 

irregular 4i^b 4JL>IjJI margin Jl $ thick wall ^ JJI cavity Jl djo^ „ jote-s ^ fV&i 6^-°-° ^ 

cavity Jl 1^ Sj^ dlbjaj* cavity Jl 15^ tumor Jl shreds <uJ 3^ $J 

cavity Jl b ^Vi& ja^b CJI 5J 

cavity Jl 15^ mass Jl J^ jruLo ^Ul^ 

555 What is the diagnosis 
Fungal ball 

This is the most common intra cavitary soft tissue mass 

blood clot O3S0 Lol b • 
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ojS b Lesion Js> SHio Cujoj CJI 3) 
consolidation SjL^ This lesion 
ojS cavity 4J9 
soft tissue density b cavity JI9 

daS^I to evaluate jals jLo CJI jl J3&L& 
^liJI j-o cavity Jl J^j jLo^ 
Then you have to 
CT Jb 

This is the CT 

And you can separate the consolidation from the cavity 

and the cavity contain mass 

555 What is the diagnosis 
This is fungal ball 
left lung Jl c&kj apex Jl J 
TB Jl c&tej infection Jl c*^b &s JJI infiltration JI9 
chronic cavities Jl J t*b ^LLo fungus Jl jl ^ijb CJI 

Lung Jl 5^ JJI 



„ Iaj b Lesion Jl 

This is a cavity 

duj^ „ b cavity Jl £b jIjl^JI 
is irregular « Inner margin JI9 





cavity Jl £b jIjlpJI 
irregular « inner margin JI9 
tumor Jl b 

Sj^ „ tumor Jl j55o U 
the shreds of the tumor b 1% 

cavity djo^ jsSu U CJI liu 
mass 0)3^ b cavity JI9 
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( Mycetoma 3! ) fungal ball 3* jcusxJo J3I 

Neoplasm Jl £b 4iSL^ b cavity Jl 
thick wall 3* JJI 
is irregular « Inner margin Jlj 
shreds of the tumor Jl ^ ol^ Sa^^ll 131 UL> 



555 Then, how to deal with a cavitary lesion in the lung 



Air fluid level 



Straight 



Surface of 
the fluid 
level 



Cavitary lesions 



Contents 
k 



Wavy 

ruptLred hydatid 

cyst 



Air only 



Wall 

thickness 



Thick 



Regular 

Chronic abscess 



Irregular 

Cavitating neoplasm 





Central 

Preumatocele 



Peripteral 

emjJTysefinatDus 
bulla 



You look to the contents 

If the cavity contains air fluid level 
Look to the surface of the fluid level 

If the surface is straight 
You are dealing with an abscess 

If the surface if irregular 
You are dealing with ruptured hydatid cyst 

If the cavity contains air only 
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Look to the wall thickness 

If the wall is thick 
Look to the inner margin 

If the inner margin is regular 
You are dealing with chronic abscess 

If the inner margin is irregular 
You are dealing with a cavitating neoplasm 



If the wall is thin and the lesion contain air only 
Look the site of the lesion 

If it is centrally located in the lung 
This is pneumatocele 

If it is peripherally located 
This is an emphysematous bulla 



Then you look to this lesion 
This is a cavitary lesion in the lung 
And the wall is thick 



55 What about the inner marging of this lesion 

Is irregular 
Then this is not an abscess 
It is a cavitating neoplasm 




this lesion oi^HS 

This is a pneumatocele 
thin wall JJ\ 
Containing air 
Lung Jl h^s J 
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Then based 

b ^5^5§ U) JJI (Al£JI J* 




I will show you some cases 
Then you need to answer 

^$1$ dJ$AJb L>) JJI 

^$1$ dJlyd$s L>) JJI data Jl d^b ^jls^ 

jjj chest X ray Jl interpret dUI J 

eUl^J^ L>) JJI 45LJI Jf, C*-uLo CJI 3J 4a^^3 
OLUAaltl ^5} ^1 ^5^0.03 IJlp- Jx^l>5 Ijls?- J^u> g^-ogA) jJ Jas^^tlk 

dill jl 

„0& 

^ucoJb 3 1 4jai" ^JuSjJ&A CJI 5) 

dJil J-oU- ^3 ^Ijl ^b- ^3 ct^ 6-° ^3 ^! ^ (^^iLlfc 

will start by this case U^U 
chest X ray JJI 
chest X ray Jl interpret U J3I 
555 category ^1 ^ j-ob^ U) : J$j& 
focal lung disease „ ULsii J5 U^l 

^3 Mass nodule ^ Jj* „ ot&o JaU^ L>) category ^1 
DD Jl J di^s • • patch cavity 

55 Lblao J*l*£b L^l JJI category Jl 4jI 

Nodules 

555 4jI ^3 <£>o 

are multiple J$:> nodules Jl 
ojS <jl>LZ> CJI U ^53 
555 possibilities Jl 4jI liu 
Metastasis 

Ewing's sarcoma gjo^s „ 13 gjo^ o:> jLsil jll 3J 
differential diagnosis Jl J jaJL> ^JLri^ jLo 
And you don't need 
metastasis Jl jLL& j^>oJJ CT Ja*j CJI jl 

„ 4^Uj> b metastasis Jl 

jrO$Jl (£3 SJl^I^JI 
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V *L3lj 4->3-£ Jjb l^ij^ ^j^jLc- (5^03 SJl^-I^JI 

surgically removed t£a jU^ 

4 „ 3 O-JiJ CJI 3) „ 4JLa»4>) 

a»jl 4j^j Plain X ray Jl 3) JbtfLS 
<jru9b JJI ^j^LsJI ^93^*0 jLu£ o^>oJ^ CT Jasj dL>) you don't need CJI 



7W\ 



The Ewing's sarcoma of the femur 



Then, this is another case 
555 and what the category we are dealing with 

mass 

555 What are the possibilities of this mass 
hydatid J$&l>$ yi^*^ o*^ ^ 

!!!5 hydatid J$& dil 4jI Based 



Slio l^bb sharp border Jl jjL> : 

!! 4jI J$i& &a chest Jl UL03J ^^^J U CJI 

well defined soft tissue mass <Ju\J> L>) 
Seen in the right lower lung lobe 
lateral view djo^ <j\A& „ ojS 
And the mass shows smooth border with no matrix calcification 

And the surrounding lung is clear 
The costophrenic angles are free 
The left lung is free 
The heart is normal 



Then you give me your conclusion 
This is a soft tissue mass in the lung 
And diagnostic possibility 

}jS 3] }jS J3& 
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Need to verify my diagnosis by CT , ultra sound UI3 

lesion Jl Ultra sound Jl c*Ja^ 3) el>y ,„ jba 
y iua jll 131 id^Ai* ribs Jl Lo 

jUaic- ui y^ 

Then you can solve the problem 

Ultra sound J-o^ y^ CT jajjAI li& 

chest X ray Jl LJ ^3 Cfc*3**^ ^ follow up J-o^ 

0$ ttlu JJI 
555 jib ^1 4jI 
cavity <us & 
555 ^Ijl j-ob 4J&a <us ^l level J) 3 

JjU ^it 

air fluid level <us JJI cavity Jl 
hydatid Jl £bb b Jjti gilt level JI3 

hydatid j\S jy/yi lag 

bronchogenic carcinoma j3SukJs 

l^J &>b* j^l 4pUj> b fungal ball Jl 
chronic cavity J glla? 1^31 
Lung Jl J ^JtsJI J chronic cavity JI3 
tuberculous abscess Jl 

bronchogenic cyst Jl jl : J3&0 jts-13 
hydatid Jl ( ) simulate 
*Lo 43LL0 hj^ (jUil^ „ *Lo 43LL0 3j3l jl ^LJ ^Js> 

„ 6^ 

bronchogenic cyst is not a pulmonary parenchymal lesion Jl &L>yi 

mediastinal lesion « bronchogenic cyst Jl 

dill z\Jl> jl <Lj]j <LajS gJJs> \j] 3) laJs^ 

lung parenchymal lesion JI3 mediastinal lesion Jl ^ ^Ijl : 

This is very big issue 
this is mediastinal pathology or lung pathology : J3& dUI 
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mediastinum J! J cyst <us 3J 

Lung Jl J cyst <us ^ 
hydatid cyst yj &>b- <|) O3SU 431 ^ V 

555 mediastinum Jl J JJJ 4jJ 
Pericardial cyst • 
Bronchogenic cyst • 
Esophageal duplication cyst • 

d sssssssss \ 

» 

cyst l^s Mediastinum J5 
anterior pleuro-pericardial cyst Jl 
anterior mediastinum Jl J 

bronchogenic cyst Jl 
middle mediastinum Jl J 

esophageal duplication cyst Jl 
posterior mediastinum Jl J 

g$ dJ\&-J\ J&> ja-ob CJI 3) 

What are the category are dealing 

55 with 

nodule ^ mass ^ cavity 555 4jI la 
555 patch ^3 
Yes , this is a cavity 

» 

air fluid <us ^3 ^1^ jLLo b cavity Jl 
555 mass <us ^3 55 level 
cavity Jl 13^ Mass 4^3 „ ^1^ 4^ 

555 dj\ \slj 

( Mycetoma 3! Aspergilloma ) Fungal ball 

^uj^S' qu-^Lo as J5 
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3j3*aJ) C*^-j t^5^-o j\S JJI ^Jl£J) ^£JLl£jfco, 

Asperailloma within a cavity in a 63 year old man. Frontal and lateral chest radiographs showed a mass 
of soft tissue opacity with air cresent sign in the right upper lobe. Strand opacities are seen around the 

lesion. 




Ulao JJI Jlitl 
555 category Jl <bl 

differential diagnosis Jl j-o jJi :>j^ l^J JJI 4SLJI J gitaj jU^ 





2 



mass CJ5S aol bl 

hydatid cyst b • 
metastasis Ub • 
bronchogenic carcinoma Ub • 

sharp border Cu&s ojS c*^ ^ 
Hydatid 431 ^^l^ blo^> b) 

6Jl5 jbsil «wcco>I ,ja>j JtiLo 
CT J^l f 
blao JJI 3j5^aJI j^laS CT Jl CJLo^ 
( *Lt) jlSLo J5LL0 ^uJI^ ) *Lo dl^ CcJLl 

This is typical of hydatid cyst 



„ 4Jb 4Jb* 

55 JJI category Jl 4jI «J$£3 
Patch opacity 

555 ^ 8^5^-3-0 
^jrtooJI 4-p-bJI Jx- 



555 4jI ^Lj patch opacity Jl 
5555 pneumonia ^ Infarction 
l»Ja „ Pneumonia 
infarction J j££> ji*^ „ oij^ h\s) a*>\$ ^> Pneumonia 
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^^^^^^^^^^^^^ 



You need to know 

OUl^loVI (J UlpllJ 4ibjJaJI jLaflJL^o „ 4jI j-o ^ u L o jLsil 
^1 JuJ ,J ^1^3-1 Oj<a5 wlaiij CJI3 ^JLiJI dlta^-l 13) jj 

lib jJLbj^ 

4jI j-o i^uLo jLxJI lib dJ^I ^jV 
gSLuj j3u«> jLp dULJ^s 13) 3J 

Pneumonic consolidation 
( middle lobe pneumonia ) b\yJ\ J ^5^0 jU JJI j^^kiuJIs 

heart Jl go Silhouette sign tit&o Cols' JJI J La J3&0 <us 
And you can see the lesion is located in the middle lobe 



„ Ulao JJI 4JUJI <3$&J 

555 category Jl 4jI 
Nodule 

^> j^3 Nodule Jl 

55 V ^3 <Lo IfyS Jjfc ^5^*J JjU- CJls 
55 V ^3 ^5^15 I4J Jjb 
55 y ^3 regular l^ta edge Jl 




Nodule : eU3& ^LJI <us 
smooth outline 3 
upper lobe J £55^3*9 
jLsJI ^3j „ tuberculoma ULj 



V „ V : dlt^ til 

&a J53 „ 3 „ 3 „ ^3-^3^ ^-JISJI I^J ubU jLo CJI JJI nodules Jl J 

CT I^JLasj ^jV 

CT Jl CJ^ 
555 4jJ jib 
Bronchogenic carcinoma 

555 4J 

6JLS3 is speculated edge Jl jU^ 
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you can see in the reconstracted image $ 

reconstructed images Jl 
fissure Jb nodules Jl dhj^j 

lobe J lobe j-o c&lk nodule Jl jl Once 
^ibko l^bb surgical Jl approach Jl \Luj 

Jugde dj\ J 1ju> Io^a ^jls 

(i ^° <-M* o^*N iai^l b) jl „ c^b stage Jl J ^^Ja L^l 

( © lib U$pal ^ Jb l&Jjils Ji^l Sj$-*a)l (J ) J^fs jLxil Js> Jtusx* 

This is smooth nodule 
upper lobe Jl J Sd^^o 
This is tuberculoma 

Jasx& jLo chest Jl Jj>IjJI 
anti tuberculous treatment j^>oJJ <|Juj* 

jloJs) j£>^3- : 4)$ib 3! 



blao JJI &bJ) tJ$<*J 



Q.7 
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cavity c-jo^ jL^ b 
Upper lobe Jl J 
mass gib cavity Jl „ Sj-o \SS follow up Jl ji*^ 

^JLaJI J^ LLojfCsl 3J CJl 
And you know this is a cavitary lesion 
With intra cavitary mass 

jji 

And the most common intra cavitary mass is mycetoma 

fungal ball 3! Aspergilloma 3! 

3^ mycetoma la liu 

3i>jj 3j5^JI Js- ^3^-3-0 jll JJI ^£J) Jwc^jb^ 

Formation of an aspergilloma within a cavity in a 46-year- old man 
With no symptoms and no changes in clinical condition 



ojS Ulao JJI 4JUJI 




Male patient 40Y. presented with cough and 
right sided chest pain. Previous cardiac surgery 




555 dJulb CJl JJI 4jI 

555 patchy opacity <us 

( £3Jlo-o piS jLo Oj^bbJJ J ojjISjJ) ^ b ^>yi j^JJb JJMI ^ISJI eUb ) 

555 patchy opacity Jl 4jI ^3 ^i** air bronchogram ^i** l^s 
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patchy opacity (^aJ ^Ijl 
6j5 ^ U^l j^Llaaxo air bronchogram 

air bronchogram t^J patchy opacity Jl 
homogenous ^ j5J 

iiJaJb 4jI ^3 nodule ^ maSS gltaj L%iJ ULj 

555 4j! jib 

© j^jJI Jl§ I Jt&fc Obb-I g-oL> b! jLLc- 

„ b I^^L) 

• • • ^3 <JU^ lesion Jl 

c*^J3 o^s Lesion L^l l&u 
555 Lesion Jl 4jI 
„ Sj$*a)l <jA>! ^1 U 
555 Can you see the diaphragm 

y 

555 Can you see patch containing air bronchogram 

4^-1 j*£Li <JLi\J* jLo b) 

^ 3^5^-3-0 ubl& CJI 131 
( patch jiLLo ^Ul^ ) 
It is not a patch containing air bronchogram 



Lateral Jl J j^j U 
copula Jl jl 4J5LUI 4jI 

The diaphragmatic copula is elevated 

\y&kj apex JI9 

Shifted laterally 

j/VI J dlk)^ bl Lo 
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diaphragm Jl c*^b apex Jl 
laterally 

Elevation of the diaphragm with shift of the apex laterlly 

Sub pulmonary effusion 

sub-pulmonary effusion 



„ jL«)l 




two lesions gjo^ jL^ la 

upper abdominal pain and gjo^s 
&j5 dyspnea 

Nodule Jl category Jl J JJI lesion Jl 
mass Jl category Jl J JJI Lesion Jl$ 

Masses Nodules 
555 nodules Jl J Multiple Jl <ol 
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hydatid Jig Metastasis Jl 



555 masses Jl J Multiple Jl *j[s 
Hydatid Jig metastasis Jl 

metastasis U b b 131 liu 
hydatid U b 



555 4j) J^l 

V Vg <La 0)3^- OS jll ISI (j^J5^ J-oX-l ^jV 




LID 



Male patient, 20Y , recurrent hemoptysis 
Routine chest X-ray with right lateral decubitus 



ojS JJI ilbJl 
This is lateral decubitus film 

With recurrent hemoptysis 



You can see 
Cavitary lesion 

And inside the cavity there is soft tissue mass 
Diagnostic of mycetoma 

Yes , this is fungal ball 

The most common complaint 
hemoptysis Jl „ mycetoma ^jo^ JJI OryLsJI J ^3^1 
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fungal ball ^jo^ JJ\ ^Ul 

jLxJI J6I3 „ g^Ji) j\51 

Hemopytsis Jl ^ 




JJI Ob-bJI I3I&& ^31 „ JjL^I JSo I3J3 Uj*3 

555 ^1 category Jl <bl 
air bronchogram 1^3 patchy opacity Jls jl^ 

555!!! &>b* Jls Jl^ 

55 JL5JI pneumonia 

IJIJIa 

555 4jI J-o^I ^3 JL5JI ^3jl3 pneumonia J3S) 55 4jI J-o^I 

„ ^Jo 

*s chest ^ jaJ U CJI 

You can see 
air bronchogram 

JlSLo 

555 What about the rest of the lesion 
The rest of the lesion 
£&\s air bronchogram 



mass <ti j55o 4j) JUi^I <ti CJI lio 
Lung Jl j-o ^ r.hht mass JI3 
aerated J^li** lung Jl j-o b C4WI3 
air bronchogram <us I&3 

this totally consolidation jl jSk* J*UO CJI 131 
further verification jL»U J^ ^jV 
a:> verification Jl $ 
should be judged by the clinical 
symptoms gjo^ Jul) mass gjo^ JJI jLsJI j'V 
4JUI oL>L?Jl3 Hemopytsis Jl 

fever Jl consolidation gjo^ JJI jr£ 
—"^f PagelSSl^- 
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CT Jl ^U- jaJ i^puj U>3 

This is the CT 
jLx)) 

And you can see 

The very big mass containing dense areas of calcium 

Any mass in the lung in an adult should be considered as 
bronchogenic carcinoma until proved otherwise 

55 Proved otherwise <bl ^ysu 

gitaj Lo ,5j gitaJ3 biopsy l^JLo JL^bCJb (^Jlst) 

plain X ray Jl £b J 

CT Jl jjytt J yxa-o 3 
this is bronchogenic carcinoma jl 

„ 

biopsy jLsil j-o L>ju> U U^l 
carcinosarcoma 1^1 &>b* gib 
mixture of sarcomatous and carcinomatous cells ^jls^ 

j^bJLo 

this is malignant jl clinician JJ J/VI CJ3S CJI ^ 

4jI tuberculous Jl 3 
^JISJ) j^aa 

In the clinical practice J** f^SJI 

555 tumor jl plain X ray Jl J ^Ijl bsj* : ^5^0 „ ^jlo-o JS jSjJJ JIJ^ <us 

upper right Jl J Lesion b 
Uj* L>jo^ JJI lesions JI3 
nodule jLo 1^3 „ Nodule Lol b • 
cavity <jLo la$ „ cavity Ub • 
Patch JI3 mass Jl J 
is ill defined lesion containing air bronchogram « patch Jl 
^ ^> >ll air bronchogram jr^ o-° is a well defined lesion « Mass JI3 
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jA^I iwJs || iu-kt) dl^l gJjAJ 




Ulao JJI Lesion Jl ^J) U 
^> jtf) id lesion Jl 

air bronchogram JJI ^ 
air bronchogram J^^io Lesion Jl 

consolidation 

Id chest x ray Jl ^ 
this is not an ordinary consolidation jl ^^b* UL> 

I should verify by CT dJjJ 

CT Jl U 
huge mass <us tuaJ 
( arch of the aorta Jl ^J) „ ^SJb J£*3 ) 

Js- j^LLo ^.uJI l^S jaJJI (J JJI Sj3*aJI 

dense areas of calcification Jl 



areas of break down 

malignant Id^ 

555 4jI Jasj ^cJg 

which malignancy *J>s^ jU^ biopsy j^b 

jr^Lo jLsJI jl dJb J3- 
4JL*> jJj*u£-3 jUjI ^Jb JJI 



dJ5 dd ^^Jl^ ^jL>u*J) £3-03-0 jLLc- „ 1^23$)$$ 

bronchogenic carcinoma ajo^ ot%£ j^Is jkJ\ 

4JL*> 16 jll 
4JLu> 11 : 1^5^) jLbjvaJI Jl^&O (J 

bronchogenic carcinoma I&jo^ 
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n 1*7 Female Patient , 35Y , left side 
|^ chest pain and cough 




Mm 

9*1 



.13 



Male patient,30Y, presented with fever and cough 



„ ojS dsj JJI 4JbJI tJ$<*J 

555 Which category 
Yes, it is a cavity 
air fluid level 

555 jgu g u t cJ) 4jI 
Ruptured hydatid cyst 

This is a cavitary lesion in the left lower lung 
zone and the surface of the fluid level is 
wavey » this ruptured hydatid cys 

555 Left side Jl J ja^l j^JJI 4jI jLo* Splla dus 

This is the breast 

555 l&t&o pleural effusion 
6Jil lamellar effusion 4^ jsSu : j^jJI 

Yes, may be 

555 CT l^lb! Jj* 

CT Jl j-o 4jI JuAltalfo „ jfi < 1 h n L)l 

4-J l&j^U- CJI „ 4^-l^J) < 1 M Lo JaS ^jV 



Nodule Jl J Ul 

(jJlszj o^i^ ^3 Lkl^ 4^-0 4-3 „ edge „ ^^J\S jLo V 3 ^cuJH 1^99^) jLLc- CT Jl 13 1 

„ j5J 
cavity L>) 
Jjls „ ^ U &>b* JS3 air fluid level o\$?s 
555 4J CT Jl JjU CJI 







„ 6^ Jl» JJI 4JWI 

This is patient 
cough s fever gjo^ „ 4jl*> 

555 JJ\ 4jI 
Pneumonia 

555 Pneumonia Jl 0^ 5^3* 
jfilllllll^ Left middle lobe 

This is the lingula 
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lateral <us UU» 
You should specify the site of the lesion 

The lesion in the middle lung zone 



lateral <us UU» 




( sub segmental lingular pneumonic consolidation ) CJls JJI aJL^Jl J^ ^5^0 jll JJI j^^kiuJI 



6^ dsj JJI 2JUJ) 

Male patient, 64 yrs, presented with right sided chest pain and 

hemoptysis 

555 JS\ lesion Jl & 
Cavity 

555 JU^ ^ 
555 C*^J ^3 

This is the lesion 

55 4jI ^ 3jL^ lesion Jl 
Cavitary lesion 




dJulb jLo j& j55o ^>5Lo-o id cavitary lesion Jl 
the cavitary lesion 

555 4jI Js- (55^o 5^ J^yi 



thin jIjlpJI ubU L>) : J$iL& 0^-3 „ thick jIjlpJI ubU L>) : J$iL& Jl^- 
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555 «$j JDI 2Jb>JI J dj\ J^l Ul liu 

CT J^l 

CT JjbSU CJl Lo JaS &JjffJl 

to chest X ray Jl J La djo^ 
Sign 

Very important 

55 <bl ^ JJ\ 
Elevation of the diaphragm 

4k$JaA diaphragm Jl c&kj 1*)] j-o dJ\j J± 
4s?\s> lateral V 

j^LU jry^i „ Ila fibrotic band <us 
555 4jI L^Ilslo 

555 CT Ja*3 y 3 
lJe> 5j4a3- „ Lla sign <us 

l^JLo dJb ^lio ^jV 

Elevation of the diaphragm 
JU^SJI copula Jl j-o jbl <£©J1 copula Jl 

^-a> 4 J^-JI^ JU-<*JI qU Lo l^O ^5-0-a4>l 4iLa*-tl5 
JUu*JI COpula Jl j-o 4a£* C*Jjj> 3) „ o5U 

8^ J l^j ^jrto-JI copula Jl (JkHlfc 

elevation of the diaphragm ISI 1% 
jLoj Cjs>\z> signs Jl j-o Cols' 
enlarged dense hilar shadow with elevation of the ipsilateral diaphragm : 

central bronchogenic carcinoma ^Lu 

!!! 4jI ^3 jLo 

supine jLsil jl Cxi>>sl 3) 
I9IRX& two copula of the diaphragm Jl jl 

y 4-JUI3 j^l) Sj^-i^ jLo 
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» ^4) 
CT LlLxc- Lo Jtst> 
This is a cavity 

cavity JI9 
thick wall 4J 

inner margin of the cavity JI3 
Is irregular 

Then you are dealing with 
A neoplasm 

ubUtf CJI3 

copula is markedly elevated Jl jl 



This is not a consolidation 

Malignant lesion 
invading the adjacent lung parenchyma 

vessels SjLs- ob-l^J) j-o ^3 

Lung Jl J 

bronchogenic carcinoma Jl o^l^ clear O3SU parenchyma Jl jl 4*^ jL© dJ\j J±s 

air fluid level <us 3) 
inner margin is irregular Jl $ wall thick JI9 

malignant liu 

dill jl (^5)^ 6Jl5 ,5j dJbj^Jb 3 
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Male patient J4Y, presented with left sided chest 
pain and hemoptysis 



555 hjb J-oUxb L^l JJI category Jl 4jI 
55 4jJ ^ cavity if 5 Mass y 5 Nodule 




differential diagnosis JJ g^p 
555 possibilities Jl <bl ULj 6)3^3 „ jIjl^JI orp^ 1% cavity Jl U 

Chronic abscess • 
break down in a tumor jl • 

!!55 dj^ ^5 

Ory^> ^uJio jLo b cavity Jl 
cK9U>l 0-0 Jj>3 „ jajJI J septum ^la* „ ojS ^ 

g$ 8jl^L2JI Ccslb CU5 JJI 1>I 
4j>jJuaJ) jilj-oVI £3^ 4x-Uj>J) CJ La) jrp-l j-^J-o (J jjJlsl>3 

septum al^ o%SL^ chronic abscess Jl jl : JJI 

septum al^ o%SL^ chronic abscess Jl 

lesion Jl \$&- <L&lo ^5!^ <us <j£j U 
break down 4^ jl ojS ^jl&o 
break c&> 

break down in the tumor jl <J>*> 
And this is not an abscess 

555 CT J-0J2J ^3 JL5JI ^cctaJ 
CT J-0J2J 
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conclusion Jl J Qy*»* » £)VI J ^ ^So* ^ 
„ UlI b jl *JjU-3 „ Ids' IJlS' }jS }jS ubU L>) 
Recommended CT 
mediastinum lymph nodes Jl \3j jU^ 
supra renal Jl J metastasis <J^iJ jlA^ 

4-JUil Ot^-l^JI^ 



dJb- Jx- J3-Jl> 
555 jgugutcJI 4jI 
J^3 spot diagnosis b 

55 4jI jx- 3jL^ 
Well defined cavitary lesion 

cavitary Jl ^1 J 

5555 lesion 
superior segment of the Jl J 
right lower lobe 

site of the lesion Jl b 
gment of the right lower lobe 

jLoj l&9.a,uiu \$j\S JJI 

Apical segment of the right lower lobe 

\jS J \jS measuring « lesion Jl 
It shows thick margin with fluid level inside 
And the surface of the fluid level is straight 
The adjacent lung parenchyma is almost free 

The left lung is clear 
Clear both costophrenic angles 
Normal cardiac size and shadow 

Conclusion 

The cavitary lesion in the right lower lobe highly suggestive of lung abscess 

^IIIILo 
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M 36Y 



D.I7 




555 b category ^1 
Nodule 

ja&p- XL* j-o Nodule 

l^J ^li^-o ^3 5 4jI gitaj nodule Jl ubl& CJI 

555 CT 

55 Can you see calcium inside the nodule 

Yes 

foci of calcification <us 131 liu 
Within the nodule 



Nodule Jl 4^L© aJ^ ^^la^ 4^3 
Which represent the strandy nodular opacities 

jLoj gtb T.B. Jl Cxztej 




» ^ 

lesion „ Jti J^iL* 
That is smooth outlines, with central calcification 
ojS Jos tuberculous infiltration l^s jll te*> J gJlt^ 

diagnosis Jl liu 
Tuberculoma 

CT 

Nodule JI9 

Is totally calcified 
6jS <JlAJ> CJI Lo 

t^J)^ ^1 Lung J\ 3 
reticulation h$Z> l^s 
bold Jl ^-Jb l^JI jLUI T.B. Jl c&kj 
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„ 4-Jb 4)1^- cSj^ui 

chest Jb ja>Lxo 4iLJbJl3 4JLa> 67 ajos- jL^ 
MR of the brain Jb 4^ ^ 

MR of the brain Jl 
ojS <Ju\J> CJ1 Lo Multiple lesions 4^s 
Posterior fossa Jl J 
(33$ Lesions <us o^s 



Representing metastatic deposits 
And this is the frequent finding in the clinical 

practice 

His first presentation by metastasis in the brain 

ojS jL^ eUL> 3) 

L^lftSJ dsr\&- J3I 

Chest X ray 

The primary is in the lung 

frequent scenario 

4^ J5 J 

metastasis in the brain gjo^ ^ jL^ 

chest X ray Ja*j 
CT of the chest 3! 
You discover the lesion 

„ JJI b 
Chest X ray 4Jblo^ „ 4jl*> Ot^i 6jL *^ 
SwUJl^ 4^35^ ibb pulmonary nodule l^s jtf 

aiSLU! CT Jl ^SJ 
You can see the nodule 
You can see the speculated margin 
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peripheral bronchogenic carcinoma with brain deposits 

clinical practice Jl J *Jjb CJI 
adult Jl J Lung Jl J JJI Masses Jl jl 

This is bronchogenic carcinoma 

biopsy I^Usj jU^ c^^^ ^jV 
555 biopsy Jl Jasj 4jI jU^ 
cell type Jl jU^ 
small cell <us jl »Jjb CJI 
non small cell <^ss 



Non small cell JI3 

Adenocarcinoma • 

Squamous cell carcinoma • 

Large cell • 

Undifferentiated • 



^LsJI (J 4SLa> l^J ^JLo 6^)3 J55 

irradiated liLi* ob-b- 4-39 „ JUuo* ob-b- <us 
chemotherapy irradiation *Jjb jLo Obb 4^3 

Ijlp- j5bio CJl 
This is a bronchogenic carcinoma 
Then biopsy 

& 2jy&JuJ\ Jtsii CJl 3) jLsil dhsuj clinician Jl la 

biopsy <tLo jl^-Ij jU^ 

biopsy jL^b dUI Iju! y jscuuj jl^- j*u-oi 
well known 

bronchogenic carcinoma &s jl ^Wl 4jbb l^Jb ^Jftg 



to know the cell type jlk 
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„ 4JLu> 15 Jib „ iJb ills*- ^-9j-«*sJ 

555 What is the category of this 
• ^! cavity ^ nodule ^ Mass 

Mass 

( lK9U>I jlSLo ) Il& 3^5^-5^ 

OlS JJI ^1 J5 JURJ 3^jJ 

a a* jurj 4jI investigation o$ jL»U J**^ 



„ „ mass in the lung c^aJ 
: ^> ^Luj mass in the lung 
bronchogenic carcinoma Ub • 
metastasis Ub • 
hydatid cyst Ub • 



bronchogenic <jLo & b) 
555 <|Jjl Ciy> 
555 4jJ jLLc- 

bronchogenic carcinoma jLo o:> : dJ$Zj bl „ jLsil ^ &>b* ^1 J^l U j£ {y* ojS chest Jl 0-0 

555 ^Ijl C*ij^ 
!!! Jit dj\ ^b 

history j^b ^ ojS 2Jb* J 
known to have Ewing's sarcoma $ 4jl*> 15 gjo^s Jib b 

metastasis <tiu\J> CJI JJI liu 

4JLa> 80 6JO£- jL^ „ 4Jb dJb- 

cough 6Jo^3 fever ojj&s 
Loss of weight hemoptysis 
Lob! chest X ray Jl 

555 bbbto J-oUzj CJI JJI category Jl 4jI 
^3331 ^ „ Cavity 
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555 thick y^thin wall Jl cavity JI9 
p)S jLo „ J3-.^JI j-o obb-l g$ jl „ aLa-o <L£13J) J j£&ht\ j^JJI „ l^o JJI jl^l j^sio 3J „ dLas j-o ) Thin 

( lob 05^* 6 ^ ^JlSJ) tgla jLoi „ ^Jfcbto 6^1 dst> J^>«aj j^jJI j5Lo-o3 j^jJI 

b$Jo Cy> Pneumatocele Jl wall Jl ei^ CJI 

Can not seen 

thin Jl wall Jl 
you can not seen in the plain X ray 

^Lo „ thin La &bJI J wall Jl J$&l& 

555 differential diagnosis Jl 4jI lung Jl J 3 thin 3* JJI cavity Jl 

Pneumatocele and emphysematous bulla 

55 J s s £ d*\ 3 

thin jIjl^JI JJI cavity Jl 
You can not see the wall 

bt&o JJI lesion Jl J^ J$£> U CJI ^i** 
thin 4^1^ wall Jl 

You can not see the wall especially in the plain X ray 

tekj wall Jl ci^ CJI 14>lk 
cavity JJ dibko J^lj-o djo^ CJls 
This is considered thick wall 

j^UI 4Jb JJI 

Thick wall cavity 
Containing air only 

55 4jI £>:> jl 
Abscess • 
Breakdown in a bronchogenic • 

555 4jI jllio 
55 4J 

Multiple jlk 
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lesion Jl 

55 ^ lesion Jl 
In the upper lobe 

the surrounding lung parenchyma is infiltrated : #sl .2 

And this the typical appearance of cavitating T.B. 



active T.B. a^-o-u-o Uj* JJI 
Active pulmonary tuberculosis 



„ 4-Jb <3$JuJ 

555 4i>U CJ) JJI 4jI 
Mass 

555 possibilities Jl 4jI 

bronchogenic Ub • 
Hydatid Ub • 
metastasis Ub • 

555 4jI jksxj 
You need further evaluation 

jLxlf CT ^io Jx>s6 (^su 

55 dblj 4jI 
555 4jI ubU 

air bronchogram inside the lesion G)Sj 3) 

55 4jI y$ 



X ray Jl J ^b jSu&o b 
right side Jl J mass <us jl X ray Jl J cu5 CJI 

pulmonary mass lesion in the upper lobe <us jl 
CT for further evaluation to exclude the possibility of malignancy jL»U J-o^l bl^ 

55 ojS ^uo 




4jj£*5 blao JJI CT Jl : dJ\& 

Lesion Jl J&> Cu^uj 
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air bronchogram CcJL! 

Sybils' ^U- © ^ijj ^Sol^^ © J ft t^JjJLfc (JJ) 3j5^aJI ,5j 

Air bronchogram 
555 Lois) L^-l U 4jI ^Si^ 

Pulmonary parenchymal disease • 
Alveolar pathology • 
Consolidation • 

Mass Jl J&>$ nodule Jl J&> k 
^uj differential diagnosis Jl J l^la^l 

in the clinical practice JlLZuzua 1^31 
W JI3S*) J Unless 

d^b differential diagnosis Jl b 3* 1% „ t^a^ 3) jU^ 

Mass Jl 3! Pulmonary nodule Jl 
air bronchogram U jspSl) 

: Uj* ^1 

Broncho-alveolar carcinoma • 
Lymphoma • 
Round pneumonia • 

555 round pneumonia Jl ^ 4jI 
Is a pneumonic consolidation 

0*43^ OJlpIs 

Peripherally located O3SU ^jV 1^15 „ 4pUj> b Pneumonia Jl jl „ ^ JJI 
Lung Jl 4au*>3 J 4ik^5Xo pneumonia O550 j^aiu^o 

round pneumonia ^ JJI 

round pneumonia, round pneumonia, round pneumonia : dJ$Zj ^ ^J5o U J5 

round pneumonia djL^ J Sya c£$J> „ jl^ ^1 jLj \Xs 

It is not for you 

55 round pneumonia Jl ^ 4jI 
Lung Jl h*>$ J kk*^ Pneumonia 
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W Chj^ two other possibilities <us 
Lymphomatous deposits O3S0 U b 
alveolar cell carcinoma U b 

alveolar cell carcinoma Jl 

c-SL'LcJ JJI 
diffuse lung disease Jl ^ 

tojS IJlp- jjUf Ob>l^3 » 

It happens 

Mass 3! Nodule CJI jl „ jU^I J 
In the lung containing air bronchogram 
Then one of the differential diagnosis 
Should be alveolar cell carcinoma 
And the other diagnosis is lymphoma 
round pneumonia O3S0 4>l 4%&>JI J3I5 

biopsy JL3-b 

round pneumonia gib S>£s ^ l^uikiJ bt&o oils' JJI dJl^Jl^ 

555 i>a J dblj 4jI „ g$ dJ\sxJ] tJ$<*J 

Cavitary lesion 

555 ,jss ^3^-3-0 
„ „ jy/VI rib Jl 
Middle lung zone Jl J la liu 

left middle lung zone Jl J 

air fluid level <us b cavity JI9 
555 4jI ^ fluid level Jl^ 
Straight 

55 jgu g u t cJI 4jI ULj 

Lung abscess 
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UIslo JJI 3j3-tflJI gita-o CT JI3 CT J-o*£ ^Jb <^*j 

Lung abscess : the cavity has a relatively thin wall 
With a smooth outer and inner edges. 
It shows a straight fluid level. 



„ ojS JJI tj$£i 

Cavitary lesion 
Emphysematous bulla 

: 

emphysematous Jl jl JjIs <uJ cj! U 
j^UuLu-o l^plii jIjl^JI bulla 

And you can see 



555 <tJ 4sL*uLo 

( separation J-oU- jIjl^JI jl J j^jJI ) 

Then you can see the wall 
Sometime 

And you can see the lesion with peripherally located sub-pleural 

this is an emphysematous bulla b 1% 



555 4jI 1£j air fluid level « bulla Jl J <>>l 

Infected bulla 
abscess CJL> 
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Quiz 



This middle-aged male had 
low-grade fever of one 
month's duration 
associated with productive 
cough and loss of weight. 




3 



555 ^ jA 
Cavitary lesion 

in the left middle Ljij 
Lower lung zone ^Middle 3! 

air fluid <us b cavitary lesion JI9 

level 

straight 4iSL^ La JJI fluid level JI9 
555 jgu g u t cJ) 4jI ULj 
Lung abscess 



This middle aged male low grade fever, one month duration, 

productive cough, loss of weight 
And the diagnosis is acute lung abscess 

pulmonary vessels dJ* J$&o jtf j^jJI ^-Jls 

lung marking Jl 



Quiz 



This 18 years old female 
had one attack of 
hemoptysis. No other chest 
symptoms 




7 
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hemoptysis Sj-o l^Jb^ „ 18 I&jo^ 

symptoms ^IjSuia^ 
555 l&t&o J-ols^ JJ1 category Jl <b) 

Nodule 

555 Nodule Jl jss 3^5^ 
inferior part of the Jl J JU^ CJtf 3) 

lingual 
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Quiz 

Male patient 
,56 years old 
presented 
with dyspnea 
and chest 
plain X-ray 
showed 
encysted 
pleural 
effusion that 
was tapped 




medial segment of the middle lobe J ^ C6\S $S 

» 

AVM 

555 AVM Jl &u*Jti)\ Js. dlS 

„ at 

555 4J 

connection to the hilum l$J jU^ 

lateral view Jl J ^ or^b qtf&l 6^-°-° 
well demarcated vessel djo^ CJI ^ 
lesion Jl 4^L> ^>lj 

Pulmonary vascular malformation 




4JLo> juo.cj>3 4X**> 6 JJL& jLdt 1^ 

dyspnea gjo^s 

Plain X ray JI9 
dJil &a lesion Oj^k) 
encysted pleural djjSaSi Uj* 
efuusion 
sample l^l I^jls 

Jl g-o el^Jb jd^-Juo I^-Ij3 

effusion 



effusion <jLo o:> jl gitas 
hydropneumo thorax Jl gib^ 



555 lib jgugutcJI 4jI 
„ 4j15^JI JIj ^> dl^l 

j-o-a>yi ^*JI l^Jb JJI lesion Jl U JJ 
Pleural effusion „ a:> „ l^U Opaque l^U UjJI cjC 
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b effusion Jl j-o smaple l^l jl^ plain X ray Jl c*b>b l^lji 

effusion Jl Js. 

effusion 4^ jl SUs gitas 
Jb Lesion 4^ jl gib 

jelllllll^ 

4il5LLo effusion Jls 
This is hydropneumo thorax 
fluid level 4^3 ^Lo <us „ ^5 
„ b La jjb JJI 

^-Jb 4JI jUl jU JJI lesion Jl „ 

555 category ^1 b Lesion Jl 

Mass 

555 ^js6 CJI JJI Masses Jl 4jI 

: &!>b 

bronchogenic Ub • 
hydatid Ub • 
metastasis UJ b • 

L^J jij^xb L^-l JJI J5L*4,I ^3 „ <Luo^J] J lib CJI 
b chest X ray Jl J^ j^j U CJJ jl 
You have to suggest 
this is not a pulmonary parenchyemal lesion jl 
This is a mediastinal pathology 

555 <bj J* Based 
: cr^>l^ J^ Based 

the contact of the lesion to the mediastinal border : ajy^l • 
projection of the lesion posteriorly Jl « Lateral view Jl J • 




^Lu^yi I Ji& dLJ ji»L>wo 3J 
joxj jdO jUJ^I i^j! » J^> CT J-<xrX& CJl9 

if you know this is a mediastinal pathology which is located posteriorly 

555 4jI ds>\ii jgugutcJI ULj 

(Neurofibroma ) Neurogenic tumor 

diagnosis Jl J jl5 JJI ^MSUI ^si^ 

Accidently induced pneumothoras at pleural paracentesis, showing that supposed loculated pleural effusion was 
a large smooth paraspinal mass and likely to be a neurofibroma. This was confirmed at operation. 
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Quiz 



An 80-year-old male 
presented with massive 
hemoptysis and 
was intubated. This was 
his CXR He gave a past 
history of being treated 
for tuberculosis many 
years ago. 





Quiz 



This patient with a history 
of carcinoma of the colon 
presented with chronic 
cough and loss of weight. 
The CXR is shown 




4JLa> (jruUr 6JllP Jlp-)3 

Massive hemoptysis 
6JLS3 intubation dJ\$L&s 

^jji history of T.B. ojj&s 

„ eUb^ 

chest Jl (joj (^9tA 

555 4jI jyo ^uLo jLxJI : (J$& JLaift^ 

^b jA>lJLsdLta-cA3 „ gSl^Jb 4S^Lc- 4-J jl^loVI » J3-^ 0! o**^ jbLc- CJl9 

j^jj-tb jail^- 65^^ (j^l^lo 

data <us J550 ^jV 

T.B. Jl j-o jLoj gJlsio^ jL^ b jl : eU^I U 
Massive hemoptysis 
Mycetoma Jl £b SjuJI Hemoptysis Jl dlbls bl^ 

Then you are dealing with a cavitary lesion and intra cavitary mass 

Mycetoma 
fungal ball $) 



metastatic deposits 

6J0£ jLsil jl : b history Jl 
carcinoma of the colon 

This is a metastatic deposits 
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chest ^JLs dJ yL>3 d^o^i* JJI ^LJI j-o L>) 3J Jtlko L>) 
cancer colon gjo^ a:> jLsil : dJ\3$ 
metastasis dJ\j J ^ ^SLg V 

(^^Ip-jJlU 6Jtl vS333l J^-**> JlJ-uJl J3ASL0 jLo : J^ffiA 

immune compermized jL^ O3SU ^jV 
gbbj Lung Jl J dJLgJLb fungus laj 

£U*3 fungUS J3& JUsC- CJI3 © IJlp- : J$£j 

OUb^ioVI (J ^Sji^ Juopwu JJI b 3A3 

epistaxis 6^3 „ 68 gjo^ jL^ b 

AVM Jl J Sajlji 13^ ^ „ jalJIJIIJIJ^ 

chest X ray Jl dJ c*Ja^ cu5 L>) $J 
6U3S L^l JJ\ f^J\ JJ 
!!! 4jJ J»ots£& CjS 



555 CT J.o-^ 

CT Jl ^jbls (^^aJ „ CT J-o*»> 4j) g3Lo <j*ui-o 
_L2£1J j2?3l cJj J-ob JJI clinician Jl ^$1* U^l jU^ 

i^3' J^ (J ^wlsiLo jr^Lo Jl^-13 l-uL>3 
55 4j| j-0 jj j uo l i CJl „ (jLcszJ) J3-Ju> 
|Ji53 |Jt53 }jS 



lil JaUa3 isotope 3 MR 3 CT J*s>\ ^3j 

Jbd jJwLs^3 
J53 *wu^3-03 file J-olc- 



4jI j^SjJlo ^9^)3 OLLojJI Js- „ 



lib jru^JI JifljJI (^^^ jjJlsl>3 
J^j 

6^ ^3 



clinical sense Jl ojlas ^3)^ CJI 
ic^kiuJI JJU5JI J^ totally dependant 
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3hjuu ) gofiJl) (^u^j jLsil dULjpo U 
|JL9- J^u> jgLputcdJ JyOop jLLp „ OLsJ&fl^ J-olsA) (J 4JS 4rSJCD 

History Jl Oslo-* 3J 3! 

„ ojS s$j> bU 
chest X ray aLai jir£> U 

conclusion 4J 0350 ^ jjjij J5 jl „ duJ6 J^lstf^ 

eU$£teb JJI Jj>IjJI Ju£> ^jV „ CjI ,>Jji3 j£ 

IAS suspect b) „ Ij5 suggest b) : <if$£> 
Ijtf recommend bl „ \SS J-c^l bl 

CT is recommended : j2J$&lo 
Ijlp- C*i^- ,J ^5-*L> b) 

patch opacity in the right lung base for CT la <jj Slio 

,5^ : dJ^iLfo „ 4-3^JI ,J ^LuJ) J-o>«x> JJI Jj>)jJ) Cuj> 5) CJl Lo 

dJil ^b ^JuLc- „ Jlp- d-oJ5o 1>I 
%kJ) 1^3 JJI 4^JI duj b : „ £l«J\ ^S^irt 

„ ^oJs 
dU-o (JjiJI 4jI CjI 
!! Jj>IjJI OrHi &juj (JjiJI 4jI 
dLo clinician Jl Jj>^3 » &IS^JI *J6 ^ ^ 

Opacity <us J3& jLLc- jLo „ 41ISLL0 J^-j jLLc- jLxJI dULx^b b) : dJ^j 

l^ijLw bl Lo 

Opacity blao jll JJI Jlitl J U cjU 

Well defined 
right lower lobe Jl J 

Connected to the hilum by 

„ CJI JJI 

then you suspect pulmonary vascular malformation 
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Then if you do CT 

4a^aJb jL> 432)3-0 LJjJI UbLii 
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